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EFFECTS OF LIVER DIET ON NER- 
VOUS SYSTEM SYMPTOMS IN 
PERNICIOUS ANEMIA 


WILLIAM C. MENNINGER, M.D. 
Topeka, Kansas. 


Neuro'ogical and mental symptoms occur 
in pernicious anemia in probably a fairly 
fixed percentage of cases, but according to 
various reports this percentage varies wide- 
ly. The most recent studies would indicate, 
however, that there is nervous system in- 
volvement in from 70 to 80 per cent of all 
cases of pernicious anemia. This involve- 
ment may be so slight as to be overlooked by 
the physician and, in view of the fact that in 
most of these cases the blood picture at- 
tracts the center of attention, less frequent 
notation is made of the nervous system man- 
ifestations. The actual determination of 
nervous system involvement often presents 
some difficulty; often when the blood pic- 
ture is advanced, there are slight neurolog- 
ical changes and, on the other hand. there 
are undoubtedly many cases in which there 
is an advanced spinal cord or even brain in- 
volvement when the blood picture is not en- 
tirely typical of pernicious anemia. 


One of the most comp'ete studies of a 
series of cases is presented by Woltman”, 
who found 80.6 per cent of 150 cases to show 
nervous system involvement. Of those 
showing this involvement, 99.2 per cent 
showed the subacute combined sclerosis type 
of lesion. In an analysis of the symptoms, 
92 per cent showed an impairment in vibra- 
tion or joint sensibility. The fundus was 
pathologic in 63 per cent; there were mental 
symptoms in 35 per cent; the reflexes were 
altered in more than 90 per cent; co-ordina- 
tion impaired in more than 50 per cent; and 
actual disturbance in gait in nearly 40 per 
cent. 


The treatment of the nervous system 


has always been regarded even more dis- 
couraging than the blood p‘cture itself. The 
spontaneous remission which so often occurs 
shows a marked improvement in the blood 
picture, although improvement in the cen- 
tral nervous system involvement is unusual. 
Consequently, since the advent of the liver 
and gastric mucosa diet, particular interest 
has been paid to the effect on the neurol- 
ogical symptoms. 


There have been only a few extensive 
studies made, to date, with particular refer- 
ence to this point, although quite a number 
off individual case reports and opinions have 
been expressed regarding it. There are quite 
a number of reports which would indicate 
that the liver diet has had no effect on the 
course of the nervous symptoms, and some, 
even, which indicate that these symptoms 
have been worse following the use of this 
diet. It is interesting to know, however, 
that most of the more recent reports, and 
particularly those of cases in which treat- 
ment has been used over a longer period of 
time, are much more in favor than the re- 
ports made in 1928 and 1929. 


Considering first those in which the 
course of nervous system symptoms was un- 
improved: Cohen’ reported a case in which 
the “more marked neuro'ogical symptoms 
developed after the patient had been on the 
Murphy-Minot diet several months and was 
enjoying an otherwise distinct general sys- 
temic improvement.” Ordway and Gorham” 
reported that advanced cord changes persist- 
ed almost without exception, regardlless of 
diet. Staffieri and Giacose” are enthusias- 
tic over their results on the blood picture in 
three cases, but none of these manifested 
any improvement in the neurological syn- 
drome. Kraus" describes four cases in which 


the condition of the blood improved, but the 
spinal cord complication progressed and, in 
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some instances, it was the cause of the fatal 
outcome. Curschmann’,’ is impressed with 
the fact that he sees no therapeutic effect 
of liver diet on nervous disturbances. He 
states that there was neither improvement 
of objective symptoms nor subjective dis- 
turbances and more often there was an in- 
crease in spinal symptoms. Seyderhelm” 
believes that the toxic symptom in the cen- 
tral nervous system remains uninfluenced 
by liver therapy and, after improvement of 
the -anemia, the pernicious anemia is 
changed into a pernicious myelo-encephalo- 
toxicosis. Perkins” reports two cases in 
which the blood was very much improved 
but there was no corresponding amelioration 
in the neurological finding. Two writers, 
Fried’ and Middleton” are very skeptical re- 
garding any improvement, although they are 
aware that such has been reported. In view 
of the pathology, they both regard it as re- 
markable that any functional improvement 
should occur. 

One report, thatiof Taterka and Goldman”, 
presents a short review of harmful ef- 
fects of liver therapy as based on five cases. 
All of these seem to have shown somnolence, 
excitement, confusion soon after the institu- 
tion of the treatment, but, after a period of 
five or six days, these symptoms cleared 
and good results were obtained. 

As early as 1927, favorable reports were 
made of the improvement in the nervous 
phenomena occurring with liver diet. Koes- 
sler and Maurer” report two cases in which 
there was a marked improvement, and Ser- 
vice and Baumgartner” also found improve- 
ment in both the anemia and neurological 
symptoms after three months of liver diet. 
Sturgis, Isaacs and Smith”, found that the 
improvement in the nervous symptoms did 
not parallel the generation of the blood, al- 
though s'ow improvement in the neurologi- 
cal conditions frequently followed the com- 
bining of liver extract and physiotherapy. 
Minot, Murphy and Stetson” report that, in 
thirty-one cases with prominent symptoms 
and signs of degeneration of the spinal cord, 
the numbness and tingling of the extremi- 
ties had been much improved, coordination 
improved in many, and vibration sense in 
some cases. Bubert’ reports a single case 
of a man in whom the signs of subacute com- 
bined sclerosis had been observed over a pe- 
riod of almost five years and whose course 
had been steadily downward. After a liver 
diet of one year, he became bright, alert, 
and able to walk briskly. Richardson” de- 
scribes fourteen cases with ataxia, eight of 
whom showed considerable improvement and 
four a moderate improvement in the nervous 


system with the maintenance of the red 
blood count at four and one-half to five mil- 
lion. Ungley and Suzman”™ report a series 
of sixty-one cases, thirty treated with liver 
and thirty-one without. Of those treated 
with the liver diet, seventeen were improved, 
eight were not improved or were worse, 
seven stopped liver or reduced it beyond the 
recommendation, and five died, four of 
whom had serious complications. Of the 
thirty-one without liver, none improved, 
three were unimproved or worse, and twen- 
ty-eight died. These writers recommend 314, 
to 4 pounds of liver weekly for six or eight 
weeks and then 11% to 2 pounds weekly in- 
definitely. They regard the extract as less 
efficient but use it when the patient cannot 
take the required amount by mouth. Blas- 
chy’ reports a case in which the hypotension 
and sensory disturbances, as well as severe 
ataxia, were much improved. He _ thinks 
that liver therapy probably causes an elimi- 
nation of the toxins of anemia or that it ex- 
erts its influence on the spinal symptoms by 
improving the blood supply and lymph cir- 
culation. Smith” reports one case in which 
the neurological symptoms were marked 
and the patient had a_ psychosis, all very 
markedly improved, both in regard to blood 
and neurological symptoms. Baker. Bord- 
ley and Longcope’ studied thirty-four cases 
of pernicious anemia in which there were 
symptoms referable to changes in central 
nervous system. These were treated by liver 
or a combination of liver and liver extract. 
Of twenty-three cases followed more than 
six months, improvement in the symptoms 
and findings occurred in 55 per cent; in 
twenty-one cases treated for less than six 
months, improvement was noted in 31.25 per 
cent. They regard some of the nervous sys- 
tem improvement noted as referable to a 
peripheral neuritis. 


There are two recent reports of treatment 
of pernicious anemia with gastric mucosa. 
Conner’ has fed gastric tissue to fiftv na- 
tients and the effect on the general symp- 
toms, as well as the blood picture, was very 
satisfactory, whereas the effect on the neu- 
rological symptoms was less striking, pos- 
sibly because of the short duration of obser- 
vation. Numbness and tingling were lessen- 
ed in many cases but the incoordination re- 
sponded less definitely to treatment. He 
states, however, that not enough time has 
elapsed properly to evaluate the effect on the 
neurological condition. Wilkinson” presents 
very glowing reports of treatment of 108 
cases with the result more satisfactory and 
more prompt with liver and states that 92 
per cent are perfectly well; several cases 
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with early postero-lateral involvement, 
spinal cord showed remarkable impprove- 
ment and raresthesia of the hands and feet 
have been almost completely cured in al- 
most every case. 


The problem has been attacked from a 
pathological standpoint by Davidson’. “The 
changes in the myelin sheaths and axis cyl- 
inders, in the cases of subacute combined 
degeneration treated by liver, were no dif- 
ferent from these found in the untreated 
cases. The glia, however, in the treated 
cases showed a tendency toward prolifera- 
tion and condensation, and resembled in all 
aspects progressive glia changes, such as 
seen in multple sclerosis, tabes, and so forth. 
This process was not observed before in un- 
treated cases of subacute combined degener- 
ation, where the glia changes are regres- 


“It may be assumed that the liver therapy 
either caused a reduction in the hypothetical 
toxin or its attenuation, and therefore al- 
lowed the glia to proliferate and replace the 
destroyed tissue. The only effect that liver 
therapy may have on the myelin sheaths 
and axis cylinders is to cause a cessation of 
further destruction of these structures. In 
the light of ovr present day knowledge of 
neurohistopathology. regeneration of de- 
stroyed ‘axis cylinders is: inconceivable. 
This serves as an explanation as to why the 
changes in the myelin sheaths and axis cyl- 
inders in the seven treated cases were not 
different from those found in the untreated 
cases. This finding, however, should not 
discourage us in the early administration of 
liver theravy in cases of pernicious anemia, 
with or without neurologic complications.” 


CASE REPORTS 

Case 1. Woman, aged 52; first seen November 7, 
1928. 

History: Family: Apparently not relevant. 

Developmental: Had diseases of childhood. Three 
children, first with forceps delivery. Passed through 
menopause at age 45. At age 48 went through Mayo 
Clinie and put on anti-constipation diet. 

Present Illness: First symptoms appeared sum- 
mer of 1928, fatigability, indigestion with belching 
and epigastric distress. In November, for a period 
of a week, had to be catheterized and at about this 
time noticed numbness in hands and feet and com- 
plained of their feeling “crusty,” developed diffi- 
culty in using feet and somewhat in arms and, for 
a period of a week before entering the hospital, was 
confined to her bed. 

Examination: Physical: (Only pathological fea- 
tures mentioned.) Pasty, pale skin, glossy red 


tongue, quite smooth; heart sounds faint, no en- 
lprgement and no murmurs, vulse regular, extremi- 
ties (see under neurological examination). Neu- 
rological: Cranial nerves normal except pupils, slug- 
vish and reaction to light equal and regular. There 
is a marked weakness of both legs. with marked 
diminution to temperature and touch, with almost - 
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complete anesthesia of toes and right foot. There is 
less marked sensory change in fingers, and patient 
complains of tingling. Vibratory sense under 3 sec- 
onds in all extremities; extreme weakness, such that 
patient cannot stand on feet. Positive Babinski on 
right, deep reflexes not obtained. 
Laboratory H.B. RBC 
Nov. 7,1928 70% 3,680,000, marked anisocyto- 
sis and poikilocy- 
osis. 
Sept. 3, 1929 88% 4,420,000 


Gastric Analysis, November 9, 1928, no free hy- 
drochloric acid. Combined acidity, 9 degrees. 

Progress: This patient was put on a liver diet, 
receiving 100 grams by mouth daily, during a period 
of 6 weeks in the hospital. Following this she was 
given liver extract, three times a day, on which she 
remained for nine months. During this time she 
very greatly improved, although she was not able to 
continue liver by mouth. In September, 1929, when 
again examined, she was able to walk without even 
the help of a cane, and complained of very little 
numbness in her feet and legs. Vibratory sense in- 
creased to from 7 to 9 seconds over all the extremi- 
ties, pain sense somewhat diminished over lower 
and tactile sense approximately normal, slight 
ataxia in lower extremity, knee jerks both obtained 
but hypoactive. Ankle jerks not obtained. Although 
this patient has not been checked up since, we have 
had late reports that she continues to do well and 
has steadily gained, although she only occasional- 
ly takes liver. 


Case 2. Man aged 68. First seen July 28, 1928. 


History: Family: One brother died of paralysis. 
No other significant information. Medical History: 
User of alcohol for years. Present Illness: For a 
period of six months has been noticeably weaker. 
developed chill, July 20, although had been com- 
plaining of shortness of breath, loss of appetite and 
extreme weakness for some time. On July 24, he 
became irrational, paranoid toward family, talked 
of being poisoned, and has had to be restrained, re- 
quired morphine to keep him quiet. 

Examination: Physical: A well-developed and 
well-nourished man; dry, warm skin; pale; chronic 
blepharitis and conjunctivitis; unsanitary, poorly 
tended teeth: blood pressure, 165 /80. Neurological: 
Right punil larger than left, otherwise no cranial 
nerve defects; patient unable to stand on feet and 
is noticeably weak in arms; sensation of touch 
practically absent in fingers and below knees; vibra- 
tory sense less than 4 seconds at wrists and absent 
helow waistline, a moderate ataxia; deep reflexes 
hypoactive but equal. 

Laboratorv: Hemoglobin, 36 per cent; red blood 
count, 3.240,000; spinal fluid normal; urine con- 
stantly showed 1 or 2 plus albumin and considerable 
sugar at his admission. 

Progress: This natient was put on liver diet, 50 
grams by mouth during a period of six weeks, and 
was instructed to continue this at home. We learn- 
ed from the family. who were average farmer folic, 
that he did not continue on his liver diet except ir- 
regularlv. after the first month. Despite this fact. 
he was able to walk when he left the hospital and 
had continued to gain slowly but definitely when ex- 
amined in Februarv, 1930. He continued to have 
seme eastric distress but the sensation in his ex- 
tremities. to both touch and vibration. had reap- 
neared and mentally he was entirely cleared up. 

Case 3. Woman, age 43; first seen, December 31, 
1929, 

Hictorv: Family: Mother deaf, rheumatic: rest 
of familv historv normal. Medical Historv: Neg 
ative. Present Illness: Dates back three months. 
First noticed numbness and tingling in finger tips. 
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spread following month to hands; at same time be- 
gan to notice this sensation in feet, which has pro- 
gressively spread to her waist; for a month has had 
difficulty in walking and for a week it has been 
severe, with staggering, shaking gait. She has had 
sore tongue for a period of a year or more. 


Examination: Physical: 56 pounds over-weight; 


obstructed ‘nasal chamber; pale, smooth tongue’, 


slight congestion in lungs; deep hypogastric tender- 
ness; slight edema in ankles. Blood pressure, 
105/65. Neurological: Paleness of optic discs, mod- 
erately contracted pupils. moderate action to light 
for one-third normal distance; vibratory sense 5 to 
6 seconds at wrist and absent at ankles and knees; 
a marked swaying in Romberg position and a dis- 
tinct, although not extreme, impairment in co-ordi- 
nation; knee and ankle jerks moderately over-active 


Laboratory: HB RBC 

Dec. 31, 1929 37% 1,770,000 
Jan. 12, 1930 46% 1,780j000 
Jian. 15, 1930 55% 2,720,000 
Feb. 5, 1930 74% 3,670,000 
Mch. 4, 1930 50% 3,420,000 


Progress: In the hospital, this patient was put on 
50 grams liver by mouth two times a day and after 
dismissal from hospital, was given liver extract six 
times a day. Her general picture improved, her ap- 
petite returned, and the vibratory sense reappeared 
in her ankles, lasting only for an instant, returned 
to eight seconds in her wrists; numbness continued 
to be much the same. She changed to ventriculin 
after three months of liver and combined this with 
hydrochloric acid at meals. She did not make any 
further improvement under ventriculin. The explan- 
ation of the drop in hemoglobin is not clear in view 
of the fact that she tells us she stayed very care- 
fully on the liver diet and liver extract. 

Case 4. Woman, aged 60; first seen in August, 
1929. 

History: Family: Na@gative. Medical History: 
Negative. Present Illness: Symptoms first noticed 
two years before first visit, with numbness and 
fatigability, sore tongue, began to lose weight, and 
complained much of belching and indigestion, emo- 
tionally upset and hypersensitive. 


Examination: Physical: Sallow complexion; ema- 
ciated, dry skin with distinct pale yellow tint’ 
tongue inflamed and sore. Blood pressure, 160/85. 
Neurological: Slightly unsteady gait; slouched and 
stcoped posture; skilled movements difficult; touch, 
pain and temperature sense normal; vibratory sense 
6 to 10 seconds in upper extremities and 3 to 5 on 
lower; arm reflexes normal; knee and ankle jerks 
not obtained. 


Laboratory: HB RBC 

Aug. 6, 1929 71% 3,840,000 
Oct. 15, 1929 71% 4,160,000 
May 25, 1931 86% 4,296,000 


Progress: This patient was put on liver diet and 
instructed to take 50 grams twice a day and liver 
extract. She was unable to do this because of dis- 
tress to stomach and. after a rather inadequate at- 
tempt, she was placed on ventriculin and in addition 
was given arsphenamine in very small dosage. She 
very slowly improved symptomatically, the numb- 
ness became a good deal less and her gait disturb- 
ance much less noticeable to herself. The digestive 
disorder continued to bother her, but was helped a 
little by hvdrochloric acid. The vibratorv sense be- 
came a little asvmmetrical, her ri¢eht wrist 8 to 10 
seconds, and left 10 to 14; her right ankle 1 second 
or less and her left 1 to 3 seconds. This woman con- 
tinues under observation but is not much improved 
since the institution of the liver diet. 

Cave 5. Man, age 38: first seen March, 1931. This 
case althourh under observation only a short time, 
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is introduced to report the occurrence of an acute 
paranoid reaction developing even after the patient 
had been on liver diet. 


History: Family: Mother died at age 38, of tu- 
berculosis. 


Medical History: Had influenza in 1919 and 1930. 
Present Illness: About two years ago began feeling 
dragged out and since that time he has lived on a 
daily diet of liver and has improved physically. 
Teaching in a college and working very hard. In 
March, became very suspicious, wanted his wife al.- 
ways with him, said the police were looking for 
him, and believed food was poisoned. 

Examination: Physical: Marked icteric hue; 
chronic post-nasal and pharyngeal catarrh:, tongue 
unduly clean; some iales in chest; blood pressure, 
100/70. Neurological: Hyperactive biceps, triceps, 
supinator; absent abdominal and cremasteric; re- 
duced vibratory; ankles 5 seconds and wrists and 
elbows 8 seconds; hyperactive plantar. 


Laboratory: HB RBC 

Mch. 25,1931 56% 2,280,000 
Apr. 28,1931 60% 2,800,000 
May 12,1931 59% 2,232,000 
May 23,1931 58% 1,968,000 
June 8.1931 59%. 2,180,000 


Progress: When the patient first came to the hos- 
pital, he was so suspicious of every one that he re- 
fused food for several days and took no liver for 
about two weeks. Then, very gradually and some- 
what irregularly, he returned to his liver diet. 
Simultaneously with his eating, he began to clear 
mentally. We do not feel, however, that the im- 
provement mentally was associated with his return 
to the liver diet. There was slight. if any, evidence 
of improvement of his physical condition, although 
he has unmistakable spinal cord involvement. The 
case was interpreted as being a schizophrenic epi- 
sode occurring in an individual who also had perni- 
cious anemia, and his schizophrenia entirely clear- 


ed. 
SUMMARY 


Four of these cases show definite imvrove- 
ment in the neurological symptoms associat- 
ed with the improvement of the blood pic- 
ture in pernicious anemia. In light of the 
pathology, the improvement must be re- 
garded as merely a lessened toxic effect on 
the nervous svstem. It seems desirable to 
institvte the liver diet in such cases of com- 
bined sclerosis. even when the blood picture 
is not tvpical of pernicious anemia, as well 
as the frank cases of this disease. 
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MEDICAL JURISPRUDENCE 


HENRY HOWARD CLARK 
Denver, Colo. 


(Delivered before the New Mexico Medical So- 
ciety, at its Forty-Ninth Annual Meeting, Albu- 
querque, N. M., May 20-22, 1931.) 

This title has been chosen for my address 
rather than the one announced in the offi- 
cial program of this convention (“Physi- 
cians’ Liabilitv’”), because it is more compre- 
hensive, and will justify a wider discussion 
of some of those interesting, and, sometimes. 
alarming, questions which arise when the 
medical and legal professions come into con- 
tact and sometimes clash, with each other. 

Medicolegal] science first began to receive 
recognition and definite expression in about 
the middle of the Sixteenth Century, when 
lawyers and doctors simultaneously awak- 
ened to the importance of the subject. Since 
then it has been steadily developed until 
now it has come to have some of the ear- 
marks of an almost exact science. 

The authors of a_ well-known  texthonk 
(Witthaus & Becker), inform us_ that: 
“At common law a physician could not sue 
and recover for his services, while he might 
for the medicines he furnished. The theory 
of the law fol’owed the etiquette of his pro- 
fession and forbade him making a contract 
for pay for his services, and obliged him to 
receive what a patient chose to give him, 
and which payment was called his honora- 
rium.” The same rule was recognized until 
comparatively recent times in the legal pro- 
fession, and to this day the barrister’s gown 
in England contains a flav or bag hanging 
over the hack of his left shoulder, now no 
longer used. but in earlier times used as a 
convenient receptacle for whatever fee the 
client was pleased to place therein. Now a 
lawyer, both in England and in the United 
States, is privileged, and not infrequently 
prefers to look his client in the face and 
transfix him, if necessarv, to the point of 
making a speedy and _ satisfactorv settle- 
ment. There is probably a consensus of opin- 
ion in the medical and leeal professions that 
the day of the honorarium has fortunately 
passed, and that now the learned “entlemen 
of these professions are recnired to take no 
chances on what the‘r natients or clients 
mav do, but to appraise for themselves the 
value of their own servicces. 

Of course. I am not for a moment forget- 
ful (no one could be) of the fact that from 
time almost immemorial the two professions 
have been the butt of reop'e’s taunts. jibes. 
witticisms, criticisms. and condemnation, 
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mouths and pens of both the wise and the 
unwise, the informed and the uninformed, 
the just and the unjust. 

Lord Coke, the famous English jurist, 
over three hundred years ago declared that 
“Law is the essence of reason. That which 
is not reason, is not law,” and this has come 
to be one of the oft-quoted maxims of the 
profession. But Tennyson referred to the 
law in this language: “The lawless science 
of our law,—that codeless myriad of prece- 
dent, that wilderness of single instances, 
through which a few, by wit or fortune led, 
may beat a pathway out to wealth and 
fame.” And Charles Macklin, in a still more 
critical vein, in his comedy Love a’la Mode, 
said: “The law is a sort of hocus-pocus sci- 
ence, that smiles in yer face while it nicks 
yer pocket; and the glorious uncertainty of 
it is of mair use to the professors than the 
justice of it.” 

Plutarch narrates the following incident: 
“A physician, after he had felt the mise ~f 
Pausanias, and considered his condition. said 
‘He ails nothing.’ He replied, ‘It is because, 
sir, I used none of your physic.’ And when 
the physician said, ‘Sir, you are an old man,’ 
Pausanias replied, ‘That happens because 
you never were my doctor.” 

You will recall that when Macbeth called 
in a doctor to prescribe for Lady Macbeth, 
he called on the doctor for a report, after 
the examination of the patient had been 
made, and the following colloquy took place 
between them: 

Doctor: She is not so sick, my lord, 
As she is troubled with thick-coming 
fancies 
That keep her from her rest. 
Macbeth: Cure her of that! 
Cans’t thou not minister to a mind 
diseased, 
Pluck from the memory a rooted 
sorrow. raze out the written 
troubles of the brain, 
And with some sweet oblivious an- 
tidote 
Cleanse the stuff’d bosom of that 
perilous stuff which weighs upon 
the heart? 
Doctor: Therein the patient must minister 
to himseif. 
Macbeth: Throw physic to the dogs! III none 
of it! 

The late Bishon Doane in his “Lines on 
Homeopathy” expressed himself, as fol- 
lows: 

“Stir the mixture well 
Lest it prove inferior, 

Then put half a drop 

Into Lake Superior. 
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Every other day 

Take a drop in water, 
You'll be better soon, 
Or at least you oughter.” 

And yet, here we both are, doctors and 
lawyers, in this year of our Lord, 1931, both 
serving humanity according to our light. and 
being compensated, more or less, according 
to our just deserts. 

The great number of suits that are being 
instituted in the courts of this country 
against medical practitioners, to recover 
damages for alleged malpractice, suggests 
that the medical profession should not only 
be more on its guard to avoid such contin- 
gencies, but shou'd be better advised as to 
the defenses that are available under the 
law when such actions are brought. This 
kind of litigation is no longer a novelty, as 
it was generally considered a few years 
ago. On the contrary, it is one of the most 
popular fields of endeavor on the part of 
a certain class of lawyers—generally shyster 
lawyers and quack doctors. Sometimes hon- 
orable and able lawyers and doctors of high 
standing. Some of these suits are most mer- 
itorious and the plaintiff ought to prevail, 
but for the most part they are entirely with- 
out merit and result in neither the claim- 
ant, nor his contingent-fee attorney, getting 
anything but a judgment against them for 
the costs. But during the litigation the doc- 
tor suffers a serious inroad upon his time 
and practice, and he is worried lest by any 
chance the case should go against him, and 
both his pocketbook and his reputation be- 
come involved. If he is fortunate enough to 
carry protective insurance his pocketbook 
may be saved, but not always his reputation. 
Some of you gentlemen sitting here have had 
this very trying experience, and none of you 
can lean back with much self complacency, 
or with any assurance that you will not be 
sued by some aggrieved patient to whom, 
as you think, you have rendered your best 
service, and upon whom you have conferred 
some benefit. 

I am now going to state a few of the out- 
standing principles which apply to the re- 
ciprocal obligations of physician and patient, 
and the tests that must be applied to deter- 
mine liability in this class of litigation. 


THE CONTRACT OF EMPLOYMENT 

The employment of a physician estab- 
lishes a contractual relationship between 
him and his patient, even though the ser- 
vices to be rendered are in a sense voluntary ; 
that is to say, the physician is not bound, in 
a legal sense, to respond to a call, or to ren- 
der services when he does not want to. He 
is at liberty to refuse employment. His moral 
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duty may, of course, require him to respond 
to a call when he would much rather not do 
so. But when he is employed, the services 
must be continued until he gives notice of 
his intention to discontinue them, and a 
reasonable time must be allowed the patient 
to obtain the services of another physician, 
assuming, of course, that the patient has 
not fully; recovered. On the other hand, the 
patient may discharge the physician at any 
moment, without incurring any liability in 
damages, unless a special contract has been 
entered into that the services shall be ren- 
dered for a fixed period, or until a certain 
result is reached, and for a certain compen- 
sation. 

This contractual relationship arises either 
from an express agreement, that is, definite 
as to duration, services, compensation, and, 
sometimes, as to result: or it may be upon 
an implied agreement, that is to say, an un- 
expressed agreement, which the law estab- 
lishes for the parties, as soon as the patient 
calls on, or calls for, a physician to render 
professional services, with none of the terms 
of employment being discussed. This is, of 
course, the “contract” the exists in the 
large majority of cases. 

A reasonable compensation is the physi- 
cian’s reward, and he is entitled to that, re- 
gardless of results, unless it is one of those 
foolish and dangerous contracts which are 
sometimes entered into, making the payment 
contingent upon a successful result, or, as 
some are willing to express it upon a “cure.” 

DUTIES OF PATIENT 

The patient impliedly contracts on his 
part, first, that he will give the physician 
complete information concerning the facts 
and circumstances of the case, and full op- 
portunity to treat him properly; second, to 
obey the physician’s instructions and follow 
his directions; and third, to pay him the 
reasonable worth and value of his services. 

If a patient fails to submit to such treat- 
ment as a physician prescribes, providing 
the treatment is such as a physician of or- 
dinary skill would adopt or sanction, his 
negligence is his own wrong or mistake, for 
which (if the results are bad) he has no 
right to hold his physician responsible. 

DUTIES OF PHYSICIANS 

In the absence of a special contract other- 
wise providing, a physician contracts with 
the patient that he possesses that reasonable 
degree of learning and skill ordinarily pos- 
sessed by others of his profession practising 
in similar localities, and that he will use 
reasonable and ordinary care and diligence 
in the exercise of his skill and the applica- 
tion of his knowledge to accomplish the pur- 


pose for which he is employed, and that he 

will use his best judgment in the exercise of 

his skill in deciding upon the nature of the 

injury and the best mode of treatment. 
RULES OF LIABILITY 

(1) If, in a given case, it is established 
that the physician does not possess the pre- 
sumed qualifications, or that he does possess 
them and fails to exercise reasonable care 
and on his best judgment, he is liable in 
damages to the complaining party for the 
bad results consequent upon such failure. 
Otherwise, he is not. 

(2) A physician does not (in the absence 
of a special contract otherwise providing) 
undertake to warrant a cure, and is not re- 
sponsible for want of success, unless that 
want results from failure to exercise ordi- 
nary care, or from his want of ordinary 
skill. In the case of Haire v. Reese (7 Phila. 
140), Judge Thayer said: “No presumption 
of the absence of proper skill and attention 
arises from the mere fact that the patient 
does not recover. God forbid that the law 
should apply any rule so rigorous and unjust 
as that to the relations and responsibilities 
arising out of this noble and humane pro- 
fession.” 

(3) If a physician possesses ordinary skill 
and exercises ordinary care and his best 
judgment in applying it, he is not responsible 
for a mistake of judgment. “Humanum est 
errare”’. 

The late Chief Justice Taft, when a judge 
of the United States Circuit Court of Ap 
pea's, in the case of Ewing v. Good (78 Fed. 
442,) said: “A physician is not a warrantor 
of cures. If the maxim res ipso loquitur 
were applicable, and failure to cure were held 
to be evidence, however slight, of negligence 
on the part of the physician or surgeon, 
causing the bad result, few would be coura- 
geous enough to practise the healing art, 
for they would have to assume a financial 
liability for nearly all the ills that flesh is 
heir to.” 

EXPERT EVIDENCE 

(1) The skillfulness of a physician in 
diagnosis and treatment should be tested by 
the recognized rules of his own school or 
branch of the profession, and must be deter- 
mined by resort only to the testimony and 
opinion of experts. Lay evidence is not 
competent to prove negligence on the part 
of the physician in the diagnosis or treat- 
ment of a patient. 

(2) Expert evidence in such cases is usu- 
ally obtained through the medium of hypo- 
thetical questions propounded to witnesses 
who have no actual knowledge of the facts + 
but who give their opinion evidence upon the 
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assumed facts as stated in the questions. 
These questions may cover a wide scope, but 
in no event may they extend beyond the 
reasonable range of evidence given or ex- 
— to be given by the party propounding 
them. 


In this connection, it might be well to 
state that, where the hypothetical question 
is propounded and the witness is required to 
answer “yes” or “no,” with no opportunity to 
give a qualified or conditional answer, he 
has the right to refuse to say “ves” or “no,” 
if in so doing his evidence is misleading, and 
does not express his true opinion. He may 
object that the question is incomplete, or is 
propounded in such a form that it does not 
permit of simply a “yes” or “no” answer. 
He may ask for further information as to 
the facts supposed to exist in the given case. 


(3) Where there is conflict in the evi- 
dence of experts as to whether the treat- 
ment given, or the operation performed, 
was given or done in a proper manner and 
in accordance with generally recognized 
medical or surgical practice, that conflict of 
opinion makes it a question for the jury to 
determine. If, however, there is no conflict 
in the opinion evidence, and it is to the ef- 
fect that the treatment given, or the opera- 
tion performed, was proper in every way, 
the court should take the case from the jury 
and non-suit the plaintiff. 


PHYSICAL EXAMINATION OF PLAINTIFF 

(1) A patient suing a physician or sur- 
geon for alleged mal practice, resulting in 
injury or disability to the plaintiff, may be 
required, upon timely application to the 
court, to submit to a physical examination 
in advance of the trial, by doctors of the de- 
fendant’s selection, and if such submission is 
refused, th eplaintiff wil! not be permitted 
to proceed with the case. 


(2) Scars, or personal deformities, which 
are made the basis of any suit, predicated 
upon a surgeon’s alleged negligent treat- 
ment, may be exposed to the jury on the 
plaintiff’s own motion, or upon the request 
of the defendant. Oftentimes the disfigure- 
ment or injury is much less serious than rep- 
resented in the pleadings. 


You have perhaps heard the story of the 
plaintiff suing a railroad company for per- 
sonal injuries, who limped badly as he ap- 
proached the witness chair and took his seat 
with apparent pain and difficulty. On cross- 
examination he was asked, sympathetically, 
if he walked or suffered that way before 
the accident. This brought forth the prompt 
and emphatic response, “No, sir, I did not!” 
He was then requested kindly to descend 
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from the witness chair, walk around the 
counsel’s table and back to the chair, in the 
manner he walked before the accident. Anx- 
ious to prove what a fine upright and alert 
walker he was then, he promptly complied 
with the request—and lost his case. 


You may also have heard of the poor man 
who was impatiently awaiting the trial of 
his case for personal injuries received in 
an automobile accident. A friend who had 
not seen him for some months met him hop- 
ping along the street on crutches. “What!” 
the friend exclaimed, “not able to get along 
yet without crutches Tom?” And the cripple 
replied: “Well, you see, Bill, it’s just this 
way: my doctor says I can, but my lawyer 
says I can’t!” 


PLAINTIFF’S LONTRIBUTORY NEGLIGENCE 

If the patient’s impaired health or alleged 
injuries, consequent upon the alleged negli- 
gent treatment by a physician or surgeon, 
are wholly or partially the result of the pa- 
tient’s own negligence in refusing to submit 
to, or follow, the treatment prescribed by 
the physician or surgeon, or to exercise due 


care in preventing further injury in his then | 


weakened or convalescent condition, he is 
not entitled in law to recover any damages. 


MEDICAL TEXTBOOKS AS EVIDENCE 

(1) Medical witnesses are not required 
to submit to a cross-examination on the con- 
tents of medical textbooks unless they first 
acknowledge that they are familiar with the 
particular treatise upon which the examina- 
tion is to be based. 

(2) Medical textbooks are not themselves 
admissible in evidence as independent proofs 
of opinion as to the proper treatment that 
should be rendered in a given case, although 
lawyers often assume the rule to be other- 
wist. 

Upon a moment’s_ reflection, it will be 
readily seen how unjust it would be to admit 


the opinions of textbook writers in evidence, © 


when there is no opportunity to challenge or 
dispute the opinions of the authors by cross- 
examination, and when, sometimes, their 
opinions are not supported by the prevailing 
current opinion of active practitioners upon 
the particular questions involved. 
CONFIDENTIAL KNOWLEDGE OF DOCTOR 
(1) The confidential relationship existing 
between a patient and his doctor is recog- 
nized in most states in what is known as the 
“Privileged Communications” statute, which 
provides that a physician or surgeon shall 
not, without the consent of his patient, be 
examined as a witness as to any information 
acquired in attending the patient, which was 
necessary to enable him to prescribe or act 
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for the patient. Even without such a statute 
a doctor’s lips are sealed as to confidences of 
his patient, just as a lawyer’s are as to the 
business of his client. That rule of profes- 
sional ethics is universal and, needless to 
say, should always be strictly adhered to. 


(2) The courts have held, however, and I 
think very properly so, that the protection 
to which the patient is entitled under this 
statute, is waived by his bringing a suit, 
predicated upon the alleged malpractice of 
his attending physician. Otherwise, it might 
be impossible, in a given case, to establish 
the truth, as the patient could, under such 
circumstances, say what he pleased about 
his treatment and the doctor’s lips would be 
sealed. 

MISTAKES AND ACCIDENTS 

I call to your attention a book recently pub- 
lished, which you will find of great interest. 
It is entitled “Mistakes and Accidents of Sur- 
gery,” and is a technical medical treatise by 
Dr. Harold Burrows, assistant-surgeon at 
the Royal Portsmouth Hospital, England, 
and a well-known ex-professor of surgery at 
the Royal College of Surgeons, London. Dr. 
Burrows states that the book is written 
“from a sorrowful contemplation of the 
many surgical errors which I have myself 
committed.” His amazing frankness sug- 
gests the great interest with which the book 
should be read by surgeons and others. Dr. 
Burrows refers to one case involving the ap- 
parently obvious operation of amputating a 
limb, where the wrong member was cut off. 
He says: “Story has it that a certain cele- 
brated surgeon, having in error removed the 
wrong leg in such a case, was then most 
anxious, for the patient’s sake, to take off 
the other limb, which was the seat of a se- 
vere compound fracture. This the patient 
stoutly refused to allow. His refusal was jus- 
tified, for he recovered with a useful leg.” 


As being somewhat indicative of the na- 
ture of the suits that are frequently being 
brought against members of your profession 
for alleged malpractice, I may say that I 
have in my own practice defended cases in- 
volving the following conditions, viz.: 

1. A shortened leg, resulting from a re- 
fracture and a re-setting of a badly united 
bone. 

2. Volkman’s paralysis or contracture of 
a boy’s hand, claimed to have been caused by 
too tight bandaging of a broken arm. 

3. Alleged blood poisoning from use of 
bad serum. 

4. Miscarriage caused by alleged wrong 
prescription. 


5. Burns caused by electrical treatment 
for eczema. 

6.Burns from hot-water bottles following 
operations. 

7. Drainage tube entering thoracic cav- 
ity and not removed for six months. 

8. Ill health following operation for a 
prolapsed kidney. 

9. Death of baby in childbirth (which 
case took four weeks to try and in which 
nineteen doctors testified.) 

10. Alleged re-fractured neck of femur 
from breaking of overhead pulley rope sus- 
pending a twenty-pound bag of shot. 

11. Death from alleged illegal operation 
(which in fact was not performed). 

12. Severing of ureter in operation for 
removal of cancer of cervix of uterus. 

13. Hernia and other disabilities follow- 
ing operation for lacerated perineum (cysto- 
cele and rectocele.) 

14. Setting of a boy’s fractured arm 
without an open operation, necessitating a 
second operation. 

15. Premature removal of bandages fol- 
lowing a reduction of a dislocated shoulder 
in an elderly woman, causing permanent re- 
dislocation. 

16. Alleged unnecessary amputation of leg 
following infection from a gun-shot wound. 

17. Alleged fracture of sacrum by an os- 
teopath in reducing a sacro-iliac dislocation. 

18. Amputation of leg following infection 
alleged to have been caused by use of the 
Steinmann pin. 

19. Sponge alleged to have been left in 
abdomen following an appendectomy, and 
being removed per ani several months later. 

20. Burning and permanently disfiguring 
a woman’s face by use of radium to remove 
birthmark. 

21. Breaking of bones and crippling pa- 
tient in an effort to remedy flat feet. 

22. Use of 50 per cent silver nitrate solu- 
tion in error for a 2 per cent solution in case 
of acute conjunctivitis, destroying eyesight. 

These suits have involved claims for dam- 
ages in a total of many hundreds of thou- 
sands of dollars. 

Cases against dentists with which I am 
familiar are quite as diversified. 

It may be said, however, that the large 
majority of all such cases are without merit, 
and the plaintiff, generally speaking, pre- 
vails only when by _ proper evidence the 
charge of negligence, upon which every such 
suit is necessarily based, is established to 
the satisfaction of the court and he permits 
the issues to be determined by the jury. 

Finally, may I venture to say that, if doc- 
tors were a little less critical of each oth- 
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er’s work, a little less given to currying favor 
with their patients by off-hand condemna- 
tion of the prescriptions or the work of pre- 
vious attendants, often without knowing the 
facts and circumstances under which such 
prescriptions were given or the work 
done, fewer of their professional brethren 
would be the subiects of damage suits, and 
fewer of them would be called to the stand 
to explain what they meant by such off- 
hand and _ ill-advised criticism, which is 
often the first inspiring cause for the law- 
suit which follows. Lawyers are, general- 


ly speaking, more kindly and _ charitably 
disposed toward each other. If doctors 
could follow Shakespeare’s advice and 


“strive mightily as adversaries do in law, 
but eat and drink as friends,” it would be a 
good thing for them and for their honorable 
profession. 

Let us. therefore, in the continued ex- 
ercise of our professions—which are pri- 
marily professions of service and incident- 
ally, only, of compensation (for not one in 
a thousand, the country over, has in the 
medical or legal professions accumulated 
substantial wealth), keep our hearts, minds 
and consciences close to the pulsating heart 
of humanity, and when “our little lives are 
ended with a sleep,” it may be said of us, as 
it was by Ruskin in the inscription which 
he placed on his father’s tombstone at 
Croydon, near London: “His memory to 
those who kept it is ever dear and helpful.” 


CONSERVATIVE TREATMENT OF 
CANCER OF THE MOUTH AND 
LOWER LIP 


J. M. MARTIN, M. D., F. A. C. R. 
Dallas, Texas 


(Read before the Sixteenth Annual Session of 
The Medical and Surgical Association of the South- 
west, at El Paso, Nov. 6-8, 1931). 

There is an opinion current in this country 
that cancer is on the increase. Whether this 
is actually true or not, I do not know; but 
I do know that those of us who devote a 
considerable part of our time to a consider- 
ation and treatment of the disease are see- 
ing an ever-increasing number of cases each 
year. A certain percentage of this increase 
might logically be attrinuted to the fact 
that the population is rapidly increasing and 
to the further fact that people are living 
longer now than they did a generation or 
two ago, and, since cancer is a disease of 
advancing years, more people are living to 
reach the cancer age. We might further 
observe that both the public and the mem- 
bers of the medical] profession are becoming 
better informed on the subject of early diag- 
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nosis and treatment of cancer and more 
cases are being seen and successfully treated 
now than at any time in the history of medi- 
cine. 


Yet, with our greatly increased knowledge 
and our improved methods of treatment and 
a better understanding among all parties 
concerned regarding the subject of cancer, 
we are still seeing people with well-developed 
malignant lesions on their lips and on the 
inside of their mouths. Occasionally the les- 
ions are so far advanced that a cure by any 
method is either doubtful or impossible. Old 
erroneous ideas handed down from genera- 
tion to generation are hard to outlive. Many 
otherwise intelligent people seem to have 
inherited the idea that cancer cannot be 
cured and that treatment only makes the 
condition worse. 


A very large percentage of the human 
family, physicians included, have an inborn 
horror of unsightly scars and, because of the 
uncertain consequences connected with the 
older methods of treatment, timid indivi- 
duals are sometimes frightened into a state 
of procrastination in which they remain until 
too late to hope for more than temporary 
relief. Until we can convince the cancer vic- 
tim that we have a method of treatment 
that satisfactorily overcomes these objec- 
tions, we shall continue to see a large unmber 
of neglected cases. 


Radiotherapy (x-ray and radium) in the 
treatment of cancer is no longer new; it is 
no longer an experiment and, when properly 
used in suitable cases, is free from the ob- 
jections complained of in the older methods. 


For clinical convenience we are in the habit 
of dividing the cases of cancer of the lower 
lip into three stages which, of course, have 
no well-defined boundary lines, and, as 
might be expected, occasionally overlap. In 
the first stage are grouped all cases having 
lesions confined to the superficial tissues, 
that is, to the skin proper. The early cases of 
cancer of the lip belong to this group. The 
second stage cases are more extensive, the 
induration and ulceration are more pro- 
nounced and the subcutaneous structures 
are involved, with a possible beginning ex- 
tension to the nearby lymph nodes. A con- 
siderable number of the cases that come for 
examination and treatment belong to the 
second stage. In the third stage are included 
all cases in which the lesions are extensive 
and the nearby and distant lymph nodes 
show unmistakable evidence of metastases. 
About ten per cent of all cases observed be- 
long to this stage. 
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n 
Secondary 
n : 
n 4 Healed Died 
First 86 86 None None 
Second 22 18 6 4 
Third 11 7 None il 
Total 119 111 6 15 


TABLE No. 1. The 119 cases of cancer of the 
lower lip are here grouped into three stages with 
end results. By omitting the 11 incurable cases in 
the third stage we have 108 cases of which 4 died 
from cancer, \gaving 104 cases or 96.3 per cent of 
the cases in the first and second stages well and 
without evidence of recurrence at the end of five 
years. 


In 218 cases of cancer of the lower lip 
seen and treated in private and hospital 
practice over a period of nine years, 119 
cases have been selected because they have 
been followed for more than five years. 
These cases have been briefly summarized 
in table No. 1. It will be observed that there 
were eighty-six cases in the first stage, all 
of which responded to x-ray treatment and 
remained well for more than five years. 
There was no evidence, at any time, of a 
recurrence in the state of the primary lesion 
or metastases to the lymph nodes. A number 
of cases in this group are living and well 
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ten years after the lesions were healed. In 
the second stage there were twenty-two 
cases, all of which responded to radiation 
therapy. Later, four of the cases in this 
group developed metastases in the glands of 
the neck, all of which had lymph node in- 
volvement at the time of treatment. All of 
the cases in this group died from cancer. 
An analysis of the cases in this table will 
interest the reader. It will be noted that all 
of the eighty-six cases in the ifirst stage 
responded to x-ray treatment, or in other 
words, there were 100 per cent of cures in 
this stage. In the second and more advanced 
stage, all of the twenty-two cases responded 
to x-ray treatment and the primary lesions 
healed. Later, four cases developed second- 
ary lesions and died. In this group, because 
of the four deaths, there were eighteen 
cases (77.9 per cent) that were free from 
cancer. All of the eleven cases in the third 
stage were incurable from the time of ex- 
amination and rightly should not be included 
in an estimate of the curative effects of 
radiation. If we eliminate the eleven incur- 
able cases in the third stage group, there will 
remain 108 cases, of which four in the second 
stage group died from cancer. Of the 108 


cases, 104, or 96.3 per cent, were cured and 
never showed any evidence of recurrence. 


3. PLATE No. 1. In figure A is seen a good ex- 
ample of cancer of the lower lip in the first stage. 
The lesion is on the right side, small but distinctly 


indurated with beginning ulceration. Figure B 
shows the condition of the lip after x-ray treatment. 
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e226 22 5 E 
< a 
20 to 30 9 2 
60 to 70 13 oe 
70 to 80 5 3 8 5 .2 
Total 119 104 4 15 15 18 118 6 86 


TABLE No. 2. The 119 cases of cancer of the 
lower lip have been grouped according to age into 
ten year periods. The greatest number of cases oc- 
curred between 40 and 50 and the greatest number 
of deaths from cancer occurred between 50 and 60. 
The greatest number of deaths from other causes 
occurred between 60 and 70. 


A study of table No. 2 will be of interest 
to the student of cancer. The 119 cases of 
cancer of the lower lip have been grouped 
into ten-year periods ranging from 20 to 80 
years. It will be noted that the greatest 
number of cases appeared between the ages 
of 40 and 50. The youngest case in this series 
was 27 and the oldest case was 80 years of 
age. Of the 119 cases of cancer of the lower 
lip, a relatively fatal disease, fifteen died 
from cancer and eighteen died from old age 
and other causes, leaving eigthy-six living 


4. PLATE No. 2. Figure A shows a typical ex- 
ample of cancer of the lower lip in the second stage. 
The growth was indurated, ulcerated, and involved 
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and well five years after treatment. It is 
interesting to note that fewer cases died 
between the ages of 30 and 40, and 60 and 
70, with the highest death rate between 50 
and 60. The low death rate between 70 and 
80 is probably due to the fact that those who 
contracted cancer in the early cancer period 
(40 to 45) were either promptly cured and 
remained well or they lingered along into the 
fifties, where they died, thereby swelling 
the death rate in this ten-year period. 
While radiation treatment of cancer of the 
lower lip, as a curative measure, compares 
favorab!y with other methods of treatment, 
it has a greater advantage in that cases 
treated by radiation sufer little or no scar 
or scars over the cervical regions and they 
are not confined to the hospital or their 
homes during the periods of treatment. Fur- 
thermore, there is a reasonable assurance 
that there will be no recurrence of the 
growth in the region treated. In the third 
stage cases, a cure is not contemplated, but 
much can often be done in the way of pallia- 
tion by removing or improving the primary 
lesions, reducing the induration and inhibit- 
ing the process of the disease for varying 
periods of time. The patient feels better, his 
appetite improves, weight increases, his con- 


both the cutaneous and mucous surfaces of the lip. 
There were no palpable lypmh nodes. In figure B 
is seen the result of x-ray treatment. 
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5. PLATE No. 3. This picture illustrates better 
than words can describe the pathetic condition pre- 
sented by a patient in the third stage of cancer of 
the lower lip. Treatment was refused in the early 
stage when a cure might have been effective. At 
the time this picture was made, there was extensive 
glandular involvement on both sides of the neck. 
Treatment: was again refused because a cure could 
not be encouraged. 


fidence is restored, and life is prolonged 
for weeks, months, and sometimes years. 

The technic of radiation therapy is not 100 
per cent perfect, but it is sufficiently ac- 
curate to meet all clinical demands. The 
present system of dose determination in R 
units is a reliable method of measuring the 
amount of x-rays that the tissues receive, 
but, like all other methods of therapy, a total 
cancer dose of radiation that will meet the 
requirements of every case can not be 
adopted. We must continue to deal with in- 
dividual conditions and the judgment of the 
physician, born of long experience, will al- 
ways be the most important factor in the 
successful treatment of this disease. 

In the beginning, radiation therapy, like 
surgery, was not very successful in the 
threatment of cancer inside the mouth. With 
greatly improved facilities, radiation the- 
rapy in this region row promises to equal 
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the results obtained in the treatment of 
cancer of the lower lip. In the treatment of 
malignant conditions on the inside of the 
mouth, it is our custom to use a modifica- 
tion of the Regaud technic as described by 
Cade, rather than the radion implant method 
commonly used in this country. Fungating 
masses of cancer tissue, often a source of 
infection, are destroyed and removed blood- 
lessly by electro-coagulation. Sections are 
taken from each case and submitted to a 
competent pathologist. Small platinum 
needles, measuring 1 and 2.6 cm. in length 
and containing respectively 0.6 and 1.3 mgs. 
of radium element, buried in the tissues 
about the lesion for seven or eight days, 
have in our hands given good results. The 
needles have wall thickness of 0.5 and 0.6 
mm. respectively. Experience has _ proved 
that the necrotic and painful effects of high- 
ly filtered radiation on norma! tissue is far 
less severe than that produced by steel 
needles .The platinum needles cause little dis- 
comfort although they are sewn in the tis- 
sues for seven or eight days. Thev will usual- 
ly destroy a cubic centimeter of cancer tis- 
sue ner centimeter length of the needle. 


The method of introducing them into the 
tumors in the mouth is very simple. Pledgets 
of cotton saturated with a 10 per cent solu- 
tion of cocaine are held against the areas 
to be treated, for ten minutes. The tissues 
are then thoroughly infiltrated with 1 per 
cent butyn, after which the needles are in- 
troduced painlessly and held in place with 
sutures placed in the normal mucosa. Care 
should be taken to place the needles one 
centimeter apart so as to completely sur- 
round and pass beneath the growth. If a 
radiograph is made after the needles have 
been introduced, their exact position can be 
determined. The mouth must be kept as 
c'ean as possible at all times. A good mouth 
wash will be helpful, but the kind of wash 
does not matter so much provided it keeps 
the mouth clean and does not increase the 
discomfort. Chlorozene powder dissolved in 
water and weakened to tolerance, is a favor- 
ite with most patients. Chartex, diluted 1 to 
3, is useful if the mouth is tender. Wash the 
mouth thoroughly after each meal and paint 
the lesion with two rer cent mercurochrome. 
Capsules containing radium element filtered 
with an equivalent of three millimeters of 
lead, in contact applicators of the type ad- 
vocated by Grier and Widmann, have been 
helpful and are often used to augment the 
effect of the needles in difficult locations. 
Malignant growths in the tongue, cheek, 
floor of mouth, alveolar margins and anter- 
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ior pillars respond to this technic. The tu- 
mors melt down in from one to three weeks 
and a superficial grayish membrane appears 
in the area treated. The membrane is in no 
sense a slough, and is accompanied by little 
or no pain. Soft and liquid foods are taken 
freely during and after the treatment. At 
the end of from three to six weeks, the mem- 


SOUTHWESTERN MEDICINE 


brane begins to disappear rapidly and heal- 
ing takes place. The lesion is usually healed 
in from one and a half to two months. The 
0.6 mg. needles may be used in close proxi- 
mity to the bone without untoward effects. 

Externally, highly filtered radium packs 
and deep x-ray, supplement the needles and 
capsules of radium used inside the mouth. 


6. PLATE No. 4. In figure A is a picture of a 
squamous cell carcinoma of the left lower alveolar 
margin. In figure B the growth has been completely 


7. PLATE No. 5. In figure A is a picture of a 
squamous cell carcinoma of the anterior lower 


eradicated by the interstitial use of radium platinum 
needles. 


alveolar margin. Figure B shows the result of treat- 
ment with imbedded platinum radium needles. 


1 
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10. PLATE No. 8. Photograph of the tongue 
at the end of eight days when the needles were re- 


8. PLATE No. 6. Squamous cell carcinoma of 
the tongue before radium treatment. 


11. PLATE No. 9. Photograph of the tongue 
as it appeared one year after treatment. The patch 
of leukoplakia on the left side of the tongue has no 

9. PLATE No. 7. Radiograph showing the posi- relation to the original tumor. The tongue is soft 
tions of the needles after insertion, and pliable and there is no evidence of recurrence. 
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The skin will tolerate a surprisingly large 
amount of combined radiation, as the work- 
ers in the Merorial Hospital, New York, 
have pointed out. 


When the lymph nodes of the neck are 
involved, large doses of implanted radium 
supported by radium packs and x-rays, ex- 
ternally, will be helpful. It is our feeling that 
the value of block dissection is not definitely 
established in these cases and we have been 
slow to advise it except in selected cases. 

We have not used this technic enough 
to report statistics of any great value, but 
our results have been so favorable in a con- 
siderable number of cases that we believe 
that we are curing many intraoral cancers 
and certainly are benefiting patients who 
cannot be cured. 


While the status of radiation therapy is 
firmly established in every medical center in 
this country, and is being used extensively 
in the treatment of cancer, it must be un- 
derstood that the remedies are not without 
their dangers and that radiation therapy 
should not be entrusted to those who are not 
thoroughly acquainted with its possibilities. 
Over-treatment may result in painful chronic 
necrosis, while under-treatment is of little 
or no value. The normal tissues will usually 
stand a considerable degree of over-radiation 
without harm, and the experienced and care- 
ful physician will aim to stay well within 
this limit. 

CONCLUSIONS 


I. In our judgment cancer of the lower 
lip and on the inside of the mouth in the 
early stages, does not frequently metasta- 
size. 

2. All cases of cancer of the lower lip 
are roughly grouped into three stages. All 
of the cases in the first and second stages 
usually respond promptly to radiation ther- 
apy. All cases assigned to the third stage are 
considered incurable from the time of the 
examination. 

3. In the report of 119 cases of cancer 
of the lower lip treated by x-rays, eighty-six 
were in the first stage, twenty-two in the 
second stage, and eleven in the third stage, 
or incurable stage. 

4. Those comprising the first and second 
stages—108 cases—showed no evidence of 
metastases during time of treatment. Later, 
four cases in the second stage group develop- 
ed malignant nodes in the neck and died 
from cancer. The remaining 104 cases (96.3 
per cent of the cases in the first and second 
stages) are still living or have died from 
other causes, 
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5. All of the eleven cases in the third 
stage had definite lymph nodes when first 
seen. All of the lesions in this stage were 
improved, the patients were more comfort- 
able for varying periods of time, but they 
all died. 

6. We are convinced that early malig- 
nant lesions on the inside of the mouth re- 
spond remarkably well to small amounts of 
radium in platinum needles implanted in 
the tissues for seven or eight days. The in- 
terstitial use of radium inside of the mouth 
is augmented by ihighly filtered radium 
packs and x-ray externally. 

7. Keeping the mouth as clean as pos- 
sible is an important factor in the successful 
conduct of this class of cases. 

8. Incurable cases of cancer in the 
mouth and on the lips can often be greatly 
benefited by radiation therapy, while in some 
cases life may be prolonged for several 
months and the patients given a consider- 
able degree of comfort. 


THE DIAGNOSIS AND MANAGEMENT 
OF RECTAL CANCER 
CURTICE ROSSER, M. D., F. A. C. S. 
(Read before the Annual Meeting, New Mexico 
Medical Society, Albuquerque, May 21, 1931. From 
the Section on Proctology, Baylor University School 
of Medicine, Dallas). 


Carcinoma of the large gut, the typical 
intestinal neoplasm, has an incidence exceed- 
ing that of gastric cancer, and 5 per cent of 
all cancer deaths are due to a rectal carci- 
noma. This lesion, untreated, has a 100 per 
cent mortality. Effective treatment is neces- 
sarily radical in scope and, entailing as it 
does in most instances an artificial anus, 
far-reaching in its effect on the patient’s 
after-life. The responsibility which accom- 
panies the final decision that in any given 
case rectal malignancy is present, is pro- 
found, since an error on either side may lead 
to disaster. 

While the definite etiology of cancer is, 
of course, unknown, there is an explicit and 
growing feeling at this time that, if the in- 
cidence of cancer of this area is to be re- 
duced, more attention must be paid to the 
detection and removal of benign pathology, 
including polyps, villous adenomata, and, in 
the anal canal, infected hemorrhoids, fis- 
tulae, fissures and areas of granulation in 
connection with scars. 

Mummery, Yoemans, Bargen, and many 
others, have introduced evidence that the 
histogenesis of colonic carcinoma is mediated 
through the precancerous formation of 
polyps, and the writer has elsewhere (Amer. 
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Jour. of Surgery, Feb. 1931) called attention 
to the fact that, in cancer in the anal canal, 
which makes up 10 per cent of rectal malign- 
ancies, investigation will reveal previous 
presence of long-standing anal lesions in a 
large majority of cases. 


I have review a series of fifteen cases of 
anal cancer occurring on my rectal services 
at Baylor and Parkland Hospitals, and it 
was interesting to find that, in each of four- 
teen of the number, a long history of some 
symptom-producing lesion was present. The 
malignancy had developed in fistulous tracts 
in seven, it was found in or replacing in- 
ternal hemorrhoids in six (the history point- 
ing to the presence of protruding and bleed- 
ing piles for periods varying from ten to 
thirty years) and in one a long standing 
cryptitis and papillitis was present. 

Although there has been opinion to the 
contrary expressed in the literature of the 
subject, it is therefore my own feeling that 
unsound tissues in the anal canal, resulting 
from the long-continued presence of various 
forms of common anal pathology with in- 
fection and irritation, have a provocative 
reaction which may lead to malignant 
change. It is not, of course, contended that 
lesions in the anal canal influence the de- 
velopment of cancer higher up in the bowel, 
nor is it my contention that anal cancer de- 
velops, necessarily, directly from the prior 
benign lesion ; polyp formation is unquestion- 
ably an intermediate stage in neoplasm in 
the upper mucous lined portion of the anal 
canal where glands are present and where 
the malignancy is usually an adenocarcinoma 
as differentiated from the epitheliomata of 
the lower anal canal. 

The early diagnosis of rectal and anal les- 
ions is often tremendously complicated by 
the overlapping of the syndrome from the 
benign condition, to which the patient is 
habituated, with the slight irregularities 
which are often the only beginning danger 
signals. It is therefore justifiable to insist 
that even mild evidences of rectal dysfunc- 
tion of more than a few days duration, de- 
mand careful investigation. 

Probably the most constant early sign is 
a sense of discomfort in the rectum, not re- 
lieved by defecation. Bleeding may not be 
severe, and bleeding may arise from other 
causes, but all rectal cancers bleed. Pain is 
usually present in anal cancer early, rarely 
in ampullary cancer, although referred pain 
to the sacrum or lower abdomen is some- 
times seen. Constipation and “morning diar- 
rhea” are significant when they appear, but 
are not always present. 
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In the intermediate stage of the develop- 
ment of the neoplasm, the usual symptoms 
are: (1) constipation, or alternate consti- 
pation and diarrhea; (2) discharge of blood, 
alone or mixed with mucus or pus; (3) pain 
(in cancer at or near the anus), and (4) 
moderate weight-loss. 

In admissions to Baylor Hospital, the 
growth was found to be located in the am- 
pulla most often, the recto-sigmoid juncture 
half as frequently, and the anal canal one- 
fourth as frequently as in the ampulla. 


As was pointed out in an earlier contribu- 
tion (Texas State Journal of Medicine, 
March, 1925) there are characteristic local- 
izing symptoms for each of these sites in a 
further stage: gross bleeding and _ inter- 
mittent obstruction in the  recto-sigmoid 
growths; chronic increasing constipation, 
with occasional mild hemorrhage in cases in 
which the ampulla is involved; pain, in anal 
cancers; and anemia and weight loss in all. 

It is not the province of this paper to dis- 
cuss the casual diagnosis of hemorrhoids 
made in the early stages of one-half the 
cancers, nor the casual hemorrhoidectomy 
done without a proctoscopic examination in 
25 per cent of the cases. 

Even in the presence of an honest attempt 
to make an accurate diagnosis—keeping in 
mind the proctoscopic appearance of the 
neoplasm when visualized, a single elevated - 
ulcer, with necrotic crater and normal peri- 
phery, or a firm, granular, bleeding mass 
growing into the lumen, with indurated base 
cases occur which by reason of some freak 
of appearance or symptoms, puzzle—and 
confuse. 

A common source of error, in my observa- 
tion, has been from the presence after phenol 
injections of the characteristic oi] retention 
tumors common as a sequela of this treat- 
ment, or from induration produced in the 
same way in polyps mistakenly injected as 
hemorrhoids. 

Benign strictures may present the problem 
of weight loss, discharge of blood and pus, 
with annular ulcerated tumor. The simplest 
diagnostic point, in case of doubt, is a radio- 
graph of the colon, which shows a distinct 
narrowing and straightening of the entire 
rectum, due to perirectal fibrosis, even in 
short benign strictures, while malignant 
stenoses show dilatation of the bowel im- 
mediately above the point of constriction. 

In reference to biopsy, the lesser of two 
evils in doubtful cases, my own custom has 
been to remove tissue from a centripetal 
growth through the proctoscope without 
hesitation using a guillotine punch and elec- 
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tric cautery, but in a centrifugal neoplasm, 
to be prepared to do a radical operation im- 
mediately if the frozen section reveals malig- 
nancy. 


CHOICE OF OPERATON 


To clarify the discussion, we may assume 
as granted these conclusions, arrived at by 
all competent authorities: 


1. Attempts to preserve the sphincter 
muscles in cancer below the rectosigmoid 
flexure, are injudicious; the artificial anus 
is the price to be paid for cure or alleviation 
of the disease. My own impression is that the 
patient is more often discouraged by some 
physician in connection with this essential 
procedure than by his own disinclination. 


2. Local removal of small malignancies 
is not only useless but incites renewed 
spread. 


3. The local removal and section of all 
innocent or precancerous anal or rectal pa- 
thology is, however, the only known pro- 
phylaxis against the disease; this applies 
particularly to adenoma or polyp. 


Determination as to operability is, of 
course, the first question occurring in the 
individual case, and, since from 50 to 60 per 
cent of patients present themselves with 
inoperable lesions, this group, large in num- 
ber, require special consideration as to the 
proper method of handling. Extension of the 
tumor to adjacent organs is the most common 
bar to radical removal; extension by way of 
the lymphatics, usually occurring later. 
Venous extension to the liver, fortunately, 
is uncommon, except in late stages. 


I prefer to do a colostomy immediately, 
without waiting for the inevitable obstruc- 
tion, on the inoperable case; secondary in- 
fection of the growth is thus decreased, and 
radiation, a powerful and effective palliant, 
is made possible in sufficient dosage to 
shrink the neoplasm, stop hemorrhage, and 
ho!d extension in check. The interstitial im- 
plantation of radium needles through a peri- 
rectal incision, as suggested by Sir Charles 
Gordon Watson and others, offers a new and 
most effective treatment for low-lying in- 
operable growths. 


The colostomy can be done satisfactorily 
under spinal anesthesia, unless the patient 
has a subnormal] blood pressure—infiltra- 
tion anesthesia in slender individuals, or 
ethylene in the fat, serving the latter group. 


Two procedures will suffice to illustrate 
the method of handling the operable rectal 
cancer: that of Miles, the one-stage radical 
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abdominoperineal operation. and Mummery’s 
two-stage radical perineal excision. 

Miles’ procedure is theoretically the ideal 
surgical attack, just as a Wertheim hysterec- 
iomy is ideally to be preferred to the usual 
panhysterectomy. It includes the removal of 
the whole of the pelvic colon, together with 
uhe whole of the rectum, encased in its 
sheath of fascia propria, the whole of the 
peivic mesocolon, the peritoneum lining the 
tloor of the pelvis, together with the whole 
of the levatores ani’ muscles, tscniorectal 
tat and a wide area of perianai skin. 

Miles’ own mortality in the procedure was 
originaliy 42 per cent, and, wniie he has in 
sate years .owered cms figure, the aeath rate 
will continue to ve prohibitive in the old or 
the fat. 

Mummery, aiter an extensive experience 
with the abdominoperineal procedure, now 
reserves it tor special cases in which the 
growth is very nigh. Since 1915, he has 
peen periorming a very radical perineal] re- 
moval of not only the perineal skin, levatores 
and ischiorectal tat, but by opening the peri- 
toneum, the tat and glands in the back of 
the pelvis, and the entire rectum, with its 
mesorectum. 


Through this operation, which is preceded 
by an expioration of the abdomen, to rule 
out dissemination, and a left rectus colos- 
tomy, an astonishing amount of tissue can be 
removed. The patient is ted on solid foods 
at once, and, if asepsis is accurate, the 
wound heals in two or three weeks. 

The perineal procedure removes area of 
local extension, as well as the zones of lateral 
and downward, with part of the upward 
zone, of lymphatic spread—and the opera- 
tive mortality runs near 10 per cent, even 
when cases are included which would be in- 
operable otherwise. It is ideally performed 
under indradural caudal block, preceded by 
a liberal dose of sodium amytal orally. 


DISCUSSION 

DR. R. O. BROWN, Santa Fe: Dr. Rosser’s paper 
has been most interesting and I should like to ask 
him if injection of true hemorrhoids with carbolic 
acid ,has anything to do with bringing on a carci- 
noma. 

DR. ROSSER, (closing): In answer to Dr. Brown, 
I have no reason to believe from anything I have 
seen in the literature that the injection of hemor- 
rhoids with any chemical brings on malignancy. 
However, in perhaps 50 per cent of those cases in- 
jected for hemorrhoids, malignancy has already 
been present. 
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PERSONAL OBSERVATIONS OF 
CHOLECYSTITIS 
JAMES VANCE, M. D., F. A. C. S. 
El Paso, Texas 

(Read before the New Mexico Medical Society, 
at its Forty-Ninth Annual Meeting, at Albuquerque, 
N. M., May 20-22, 1931.) : 

Decidedly, my most personal observations 
of cholecystitis were in my own case. When 
19 years of age, I contracted a most serious 
case of typhoid fever and two years later 
I had a severe catarrha] jaundice and for a 
week I was as yellow as the proverbial 
pumpkin. During the whole ten days of this 
attack, I was up and about performing my 
regular duties. I remember, though, that I 
was quite sick and should have been in bed 
the whole time. In spite of this total dis- 
regard of common sense, to say nothing of 
good treatment, I was apnvarently as well 
as ever in ten days’ time. After this, I had 
no illness of any importance till January, 
1922. In the interim, I had passed without 
difficulty several insurance examinations 
and physical examination to the United 
States Army during the Great War. 


About the middle of January, 1922, I had 
arisen as usual and taken my morning bath 
and was dressing, when I was seized with 
a severe pain in my epigastrium. This pain 
lasted only 30 seconds, when I felt the stone 
slip back into the gallbladder from its en- 
gagement in the cystic duct. The pain dis- 
appeared as suddenly as it had come on, and 
I remarked to my wife that I had eallstones. 
Nearly three months went bv before I had 
another attack, quite as sudden as the first 
in its onset, but the pain persisted, and in 
about half an hour I had a doctor friend 
give me 14 grain morphine by hypodermatic 
injection. The pain soon began to subside 
and in ten or fifteen minutes it was gone. 
The relief was so great that words cannot 
describe the gratitude one feels to be free 
again from so agonizing a distress. 

Twice again, during June and July, I had 
very short attacks, much like the first. Dur- 
ing both attacks I happened to be driving 
my car, and once, during the most severe 
one, I had to drive to the curb and wait 
for the pain to subside before driving on. 
During all the years following recovery 
from my jaundice attack and during these 
initial months of my gallstone symptoms, 
I never was the least bit sick, nor did I have 
any digestive disturbances of any kind. Im- 
mediately the pain ceased. I was ready to 
go. I ate with enjoyment, slept well, played 
golf every time I could, and worked hard all 
the time. 

Ear'y in September, as my annual vaca- 
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tion, I went to Santa Barbara, California, 
to visit a friend. For about ten days I played 
golf every day—frequently thirty-six holes 
—nor could I see that I tired any more than 
usual, and that was practically not at all. 
Then, without the least warning, my fifth 
attack of gallstone colic began just before 
dinner and lasted till I took a hypodermic 
injection of 14 grain of morphine just before 
midnight. So exhausting is this terrible pain 
that, after I had endured it for five hours, 
T could neither prepare nor give myself the 
hypodermic injection, but could only direct 
my good lay friend how to prepare and ad- 
minister it. In a few minutes the glorious 
relief came and I slept all the rest of the 
night and until late the next morning. I 
ate a good breakfast, and a light lunch at 
one o’clock, and then played eighteen holes 
of golf, as usval. I played about my usual 
game and with no discomfort, though my 
side over the ga'lbladder region was tender 
to palpation. 

I think we professional men should learn 
proportionately more from personal experi- 
ences than from observation of our patients. 
From my first severe attack I thought of an 
operation, and, being Scotch, I thought of 
turning the experience to some advantage. 
I had in mind making myself famous by de- 
scribing accurate’y the character of the pain. 
After each attack I tried so to describe it, 
but, to my disgusted surprise, I could not do 
so. It was just a severe pain in the epigas- 
trium, radiating to the back of the liver and 
to the right of the svine, and, in my case, 
not radiating to the right shoulder at all. 
It was a tremendous pain, with a feeling of 
a great weight uvon the epigastrium, dur- 
ing which I covld neither lie down nor stand, 
but felt impelled to move about in a crouched 
position, trying first one thing and another 
without avail. The pain is agonizing and 
continuous, with no respite, till an opiate is 
taken. 

Following an attack, I would wonder what 
it was all about, and, not being able to use 
either physio'ogy or pathology to describe 
what had happened, my mind would turn to 
some homely, inadequate comparison. To 
my imagination I was supine with an enor- 
rovs elephant standing with all his weight 
on his great front foot firmly implanted up- 
on my erigastrium. Struggle as I could, the 
heavy pain could not be moved. The elephant 
is very still—neither does he shift his weight 
—but, when the opiate is taken, he slowly 
and apparently reluctantly withdraws his 
heavy foot. The pain is then gone till the 
brute again crosses your path and repeats 
the performance. 
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For five days after the above described 
attack, I played golf every afternoon, but 
on Friday evening I had another attack and 
I had sense enough to take the hypodermic 
at once. This time the pain was not so quick- 
ly relieved as before and the next day, Satur- 
day, I did not eat or play golf either. Sunday 
I stayed in bed all day and called Dr. Samuel 
P. Robinson. Dr. Robinson, after looking me 
over, began to suggest in a diplomatic way 
that I. go to the hospital. I told him that I 
was not only ready to go to the hospital but 
was ready to be operated whenever he 
thought best. 


I went to the hospital that Sunday night 
and was prepared for operation the next 
morning, because Dr. Robinson thought he 
saw signs of approaching jaundice. The 
next morning I was better and the operation 
was postponed till the following morning. I 
was so prepared each night and operation 
postponed till Wednesday when Dr. Robin- 
son considered conditions right for the 
“party”, as he expressed it. 


My surgeon suggested that x-ray exam- 
ination -and other diagnostic methods ‘be 
employed, but I declined with thanks. What 
I wanted was that gallbladder removed, to 
get rid of my sword of Damocles which con- 
stantly hung over my epigastrium instead 
of over my head. 


On Wednesday morning, Dr. Robinson did 
a lovely operation for me, an operation for 
which I have never ceased to bless him. The 
gallbladder, tightly packed with sixty-odd 
medium sized stones, was removed. I do not 
think that an opiate was given me immedi- 
ately upon waking from the anesthetic, as 
is now the custom with most of us surgeons. 
At all. events, the pain from the operation 
was almost negligible and as nothing, com- 
pared to even the mildest gallbladder colic. 


The thing that bothered me most during 
the whole operative recovery, was the nau- 
sea from the ether. For twenty-four hours 
I vomited about every fifteen minutes and 
was very miserable on that account. At that 
time the Kanavel or duodenal tube was not 
in common use, and I was unfortunate in 
not having ‘this greatest boon to ‘relieve 
postoperative nausea. At the end of twenty- 
four hours I was still very much nauseated 
and very miserable. The dressings seemed 
very tight and uncomfortable, and I begged 
to have the dressings changed, which Dr. 
Robinson kindlv did. It was a great relief 
to have the tight-feeling bandage and the 
bile-soaked dressings removed. Immediately 
after this dressing, the nausea ceased and 
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I was comfortable all the rest of my con- 
valescence. 

In every case I have operated on since 
then, I have never failed to watch that the 
dressings are not too tight, and I believe I 
have made my patients more comfortable 
and perhaps less nauseated, by so doing. 

In ten days I was out of the hospital and 
back home. On the eighteenth’ day, I was 
back in the operating room again, but this 
time I was operating on the other fellow. 
On the twenty-first day, I played my first 
round of eighteen holes of golf, and played 
just about as well as usual and without any 
discomfort. I was careful, however, not to 
put any effort in the long shots, though I 
felt no discomfort in swinging the clubs. 

For six years I was entirely free from 
trouble of any kind. Then, without any warn- 
ing, one morning, about one hour after 
breakfast, and for no traceable cause, I be- 
began gradually to have a pain in my epigas- 
trium. I lay down on a couch and in about 
fifteen minutes the pain subsided without 
treatment of any kind. I do not know wheth- 
er there is such a thing as acute indigestion, 
but for lack of a better term I shall call this 
attack by that name. 

Two other attacks of this inature, ‘but 
much more severe, have occurred since then. 
The first was during Christmas week of 
1929, and the second during January of 
1931. Both of these attacks occurred after 
strenuous days with gun afield and probably 
too much and too indigestible food. 

Both of these attacks were relieved by 
soda. I had a good opportunity to prove the 
value of soda in hot water as compared to 
soda in cold water, and in my case the hot 
water is so superior that there is no com- 
parison. The hot soda water relieves the pain 
almost at once, although it may have to be 
repeated several times to keep pain away 
till the attack passes. Cold soda water is 


much slower in action and is not half so- 


grateful to the stomach as the hot solution. 
The solution should be as hot as can be 
swallowed without actually scalding. 

These attacks are nothing like so severe 
as the gallstone attacks and with these at- 
tacks I felt sick all over and wanted to lie 
down and be still, while with the gallstone 
attacks I could not be still in any position 
and was not sick at all—there was only the 
intense pain. 

These attacks, I think, are due to the dam- 
age already done my liver prior to opera- 
tion, and, though they may be due to forma- 
tion of commion or hepatic duct stones, it is 
more probable they are due to insufficient 
hile secretion. 
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OBSERVATIONS ON DIAGNOSIS 

It is a peculiar thing about cholecysititis 
that the condition may persist for years with 
slight, or no, symptoms, and then burst into 
a fury that drives the patient to operation 
sooner or later in spite of all that can be 
done by the skilled internist by both medi- 
cines and diet. In the earlier stages the diag- 
nosis may be, and often is, very difficult. 
Gallstones—one of the latest developments 
of cholecystitis—may ‘not sufficient 
distress to be even noticed by the patient 
and, of course, cannot be diagnosed. Post- 
mortem examinations in which unsuspected 
gallstones are found, and those found at 
operation for some other condition, bear 
ample testimony to this fact. 

Severe tynical gallstone attacks are. as a 
rule, easily diagnosed, hut it must be remem- 
bered that evigastric pain frequently occurs 
in cholecvstitis without stones. that is near- 
ly or quite as severe as a gallstone attack. 
Cholecystitis, without complicating diseases. 
is ever the storv of more or less continual 
nagging gastric indigestion. and pain. and 
soda-water taking. The hunger pains of gas- 
tric and duodenal ulcer are nearly alwavs 
absent. Emptv stomach and intestines in 
cholecystitis insures freedom from pain. 

OBSERVATION ON TREATMENT 

Cholecystitis should alwavs be treated 
medically for a sufficient time to determine 
certainly whether it wil] vield to such treat- 
ment. By so doing. the skilled internist will 
cure many cases. and those that must have 
surgerv can be tyrned over ton the sureveon 
in the best nossible condition for oneration. 
On the other hand. the internist nnder no 
condition should keen e»corracine these 
patients to continue trvine this and 
that medical treatment when the natient is 
obviously doing hadlv for when the natient 
persistently does badlv. there are changes 
which take place in the liver. whieh neither 
surgery nor anv other treatment can re- 
store. At best. surgery can vreserve only 
what function is left to the liver. 

Aside from empvema of the eallbladder 
and some other rare conditions the gall- 
bladder is never an acute svreieal condition. 
It is not an oneration to he taken li¢htlv 
even in the highly develoned safe sureerv of 
todav. Especiallv is this trne in the en- 
feebled aged or the sick vounver vatient. All 
the time that is necessary should he taken 
in preparing the patient nr‘or to oneration 
to insure the best nossible condition of all 
the vital organs. Especially should the ex- 
cretion of urine in ample excess safety be se- 
cured. In the aged and enfeebled patients, 
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blood urea tests of the kidney function 
should be taken and operation should not be 
undertaken till it is 50 mg. or below—pre- 
ferably below that figure. 

If care is taken in this preparation, it is 
little short of astounding how the aged and 
poor surgical risks will recover from chole- 
cystectomy with an ease and safety almost 
equal to the patient in the forties. 

In doing the operation, do a clean-cut 
cholecystectomy. If you decide the gallblad- 
der is not at fault, leave it alone. The only 
exception to this rule is in pancreatitis, when 
long-continued drainage of the bile through 
tre gallbladder may be advisable. 

The appendix should always be inspected 
and removed when there is any pathology 
present, and, in 90 per cent of these cases, 
such pathology is present. Especially is this 
true in younger patients, and care should 
be exercised to remove not only the appen- 
dix, but especially the terminal fleal ad- 
hesions. The removal of these adhesions is 
even more important than removal of the 
appendix itself, because the intestinal ad- 
hesions resulting from old apnendix attacks 
—perhaps twenty years or more ago—are 
the real cause of anv digestive disturbances 
for which the appendix in any given case is 
responsible. Of course, the appendix should 
always be removed to prevent possible re- 
current attacks and, conse‘fuently, refor- 
mation of adhesions. 

Postoperative adhesions in gallbladder 
cases may be very annoying, so the preven- 
tion of such adhesions is alwavs a consider- 
ation for serious concern of the surgeon. 
From a long experience and a careful study 
of the matter. I am of the opinion that two 
things onlv will prevent postoperative ad- 
hesions: first. a clean-cut operation in 
which all pathology present is removed; and, 
second, to avoid, like the nlague, all opera- 
tions within the abdomen during the inflam- 
matory stage. For the same reason avoid all 
emergency overations as far as possible. Of 
course, emergercy operations must be done 
—especially in acute apnendicitis cases—but 
if the patient is operated on at the correct 
time. the inflammation has not svread_ be- 
vond the appendix, and postoperative ad- 
hesions are so avoided. On the other hand, 
think of the terrible postoperative intestinal 
adhesion cases which have required reopera- 
tion, and vou will recall that nearly all of 
them were due to ruptured appendix or in- 
advised removal of pus tubes, or nearly any 
of the emergency operations, excepting acute 
appendicitis, which may have been forced 
upon the surgeon. The density and quantity 
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of adhesions are always in direct proportion 
to the extent of the peritonitis which was 
present at the time of the former operation. 

Whenever possible, operations during at- 
tacks of jaundice should be avoided. In my 
own experience, where the janudice could 
not be cleared up, aside from obstruction of 
the common duct by stone. I have often 
found cancer of the liver, gallbladder, or 
head of the pancreas, as the underlying 
cause.. 


When all is said and done, surgical chole- 


cystitis ‘s like all other surgical conditions— 
the ear'ier the operation the better the re- 
sults. If the surgical cases are separated 
from the medical cases as promptly as pos- 
sible, more and better functional recoveries 
will result. 

DISCUSSION 

DR. S. D. SWOPE, El Paso, Texas: Dr. Vance’s 
paper is of great importance to all of us. He des- 
cribes exactly the symptoms he had and tells us 
exactly what to do should we undergo a similar 
ordeal. He has given us a clear-cut idea of the con- 
dition, not only from the viewpoint of the patient, 
but has also told us how it should be cared for by 
the surgeon. 

DR. VANCE, (closing): I realize that this sub- 
ject, or even one phase of it, is entirely too great to 
cover in any one paper, I just wanted to make such 
personal observations of the things that appealed 
to me and to comment upon them. All these cases 
of pain in the epigastrium should be thoroughly 
worked out, before operation, from a medical stand- 
point. When they do not work out properly with 
medical treatment, then call in the surgeon without 
delay. As far as the necessity for a surgeon in 
early cases of cholecystitis is concerned, I do not 
think it advisable; all surgery should be done most 
conservatively, except in those cases where it must 
be done at once, and then there should be no delay. 


BRAIN INJURIES 
S. D. SWOPE, M. D. 
El] Paso, Texas 

(Read before The New Mexico Medical Society, 
at its Forty-Ninth Annual Meeting, at Albuquerque, 
N. M., May 20-22, 1931.) 

Brain injuries, though among the most 
common of all serious traumata, have re- 
ceived very little real attention by modern 
medicine, previous to the last twenty years. 

The skulls of ancient Peruvians that show 
many evidences of crude trephining for de- 
compression, must have received many hard 
knocks with war clubs and stone hatchets, 
to justify the prehistoric surgeon in his ef- 
forts to remove pressure on the delicate 
frain substance by the use of obsidian 


knives. The stone hatchet and war club are 
no lcnger important factors in our consider- 
ation of brain injuries, but a new jugger- 
naut has come into being, and the head in- 
juries by automotive vehicular transporta- 
tion have brought about much consideration 
of cerebral injuries. 
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Brain injuries can be divided into four 
classes: those resulting from external viol- 
ence; those resulting from infection (of the 
encephalon or its covering membranes by 
some hemolytic, morbific agent) acute, chro- 
nic, general or localized in character; those 
arising from new growths (of biologic pri- 
gin); and those arising from psychic shock. 

Bra‘n injuries resulting from external 
force may be divided into concussion, com- 
pression, compound and comminuted frac- 
tures of the bony protection with lacerations 
and punctures resulting. Each of these con- 
ditions presents specific reasons for due con- 
sideration in each individual case. 

We will consider chronic injuries from ap- 
parently mild force. One of the first con- 
siderations of a neuropsychiatric case is to 
decide whether the injury is due to cell 
changes or communicating track injury. The 
decision is not always easy to make, as to 
whether the condition is due to injury to 
brain substance, neuronic and dendritic in 
character, or to cordal influence. 

By far the greater number of injuries of 
the brain are due to concussion. When we 
take into consideration the ease with which 
external violence may be applied to the cra- 
nium, the delicate character of the contents 
of the skull and its intricate complex, psy- 
chological activity, we can easily understand 
what present damage, and deleterious re- 
mote effects, may be produced by even slight 
externa’ force. A rupture of the middle me- 
ningeal artery or its branches, for example. 
Surely we are frequently called upon to 
eva'uate the statement, “He has not been 
exactly right since receiving a lick on the 
head”, though upon inquiry the traumatism 
would seem to be of little significance. 

In the consideration of the lacerated and 
runctured wounds of the brain, we do not 
have the question of compression so much 
as that of infection and destruction to some. 
of the cerebral tissues; though we must ever 
be reminded that a very small wound may 
so distrub a communicating branch that a 
serious para'ysis may result. Especially is 
this true of the smaller tracks that com- 
municate through the intracranial nerves. 
With th‘s class of wound, the importance 
of drainage is most manifest, since a com- 
n’ete c’osure in the early stages might re- 
svlt in intracranial pressure from the ex- 
cessive secretion or edematous effects. 

HEMOLYTIC INFECTIONS 

The bountiful supply of the circulation 
within the brain makes infection through- 
out the blood stream easily accomplished. 
The character of the brain tissue and its 
cnveloping flvid represents unusually good 
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cultivating medium for bacterial growth. A 
blood-stream infection is a constant menace 
to cerebral injury. In the analysis of any 
chronic condition, no diagnosis should be 
made without proper consideration of past 
infectious disease that may have affected or 
may now affect the brain of the individual. 
We have only to recall to our minds Parkin- 
son’s syndrome to be able to thoroughly ap- 
preciate the foregoing statement. 

In some of the simpler concussions, we 
have brain-cell changes and communicating 
tract injuries, from which recovery may 
never be complete. Compression is probably 
the most impor‘ant factor in a very large 
percentage of our brain injuries. What would 
have seemed to be a simple concussion, with- 
out objective symptoms, is sometimes fol- 
lowed by serious compression, by hemor- 
rhage or an excess of cerebral fluid. I have 
seen a severe extradural hemorrhage result 
from a comparatively slightly bumped head; 
requiring prompt decompression, as an em- 
ergency operation. 

In this connection, I deem it fitting to 
consider the vast amount of injuries done 
by compression during the passage of the 
fetal head through the parturient canal. 
Birth injuries are much more common than 
I ever imagined they could be before I took 
up this branch of study. Within the past 
year, I have seen twenty-five cases of injury 
of neuropsychiatric character resulting from 
birth injury. These cases have ranged from 
comparatively simple paralysis to dilated 
ventricles from obstruction of traumatic 
origin in the aqueduct of Sylvius. foramen 
of Luzka and Magenda. Among these cases 
are quite a number of hemaplegias due to 
rupture of blood vessels during birth. The 
possibility of cerebra! herniation, through 
the foramen magnum, should receive atten- 
tion. 

When we take into due consideration the 
physical conditions pertaining during the 
act of parturition. we are rather surprised 
that these accidents do not occur more fre- 
quently. I am reasonably certain that much 
of the fretfulness of early infantile life (cry- 
ing baby) that nothing seems to relieve. is 
due to some form of iniury, and frequently 
that injury is of the brain. Most of these 
injuries can be classified as occurring in 
primal births, forceps interruption, and ex- 
cessive stimulus of the uterine musculature. 
Of course, large heads and contracted pelves 
come in for their share of consideration. Of 
these birth injuries, hemorrhage is probably 
the commonest of all conditions, and its sig- 
nificance may not become aprarent for con- 
siderable time after the injury has been 


received. In a recent series of three hundred 
consecutive births, in the New York Lying- 
In Hospital, in- which the spinal fluid was 
examined, in a large percentage the fluid 
was found bloody. 

COMPOUND COMMINUTED FRACTURES 

Compound comminuted fractures of the 
bony vault are serious in proportion to the 
injury done to the underlying structures. 
The most common injury is compression due 
to the depression of bone. The next most 
frequent is infection, which may be either 
local or distributed, by the circulation, to 
any part of the brain substance. 

If we can be assured that there is no 
serious injury to the brain substance or its 
covering membranes, and can remove the 
pressure and prevent infection, we need not 
be anxious about the results regardless of 
the extent of the injurv. I have seen the 
whole frontal bone smashed in by the kick 
of a mule, the dura lacerated, with some loss 
of brain substance, with recovery complete 
without physical or mental deterioration. Of 
course, this is in a comparatively silent area. 
I have seen both parieta's so injured, with 
compound comminuted fractures involving 
the vault, over the principal motor areas, 
and the patient practically return to normal 
usefulness, where decompression and asepsis 
were carried out. 

INFECTIONS 

The commonest morbific agent that we 
have to contend with in brain infections is 
probably our ever-present influenza bacillus. 
It is an insidious agent whose_ baleful in- 
fluence may manifest itself after apparent 
recovery of the patient from the influenza 
has become complete. Then we have dip- 
theria, scarlet fever, measles, rabies, mumps, 
malaria, vaccines, and even tapeworm and 
others, to think about. A recent case of Cys- 
ticerous cellulosae has been demonstrated, 
in the City-County Hospital of El Paso, 
through the efficiency of one of our younger 
pathologists and his enthusiasm for post- 
mortem findings. How many times have we 
had mild influenza conditions with rapid ap- 
parently complete recovery, followed by the 
statement, “I have a lethargic condition. I 
“an hardly keep awake, I am sleepy all the 
time’! Practically all of these cases have 
some form of encephalitis. varving only by 
the degree of involvement of the cerebral 
tissues. The extreme cases of Parkinson’s 
(paralysis agitans) are always recognized, 
but the milder cases frequently go through 
life with the psychoneurotic handicap in- 
fluencing their further mental and physical 
activity. Then we have cerebral syphilis with 
its baleful influence on the central nervous 
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system, including the mental conditions. 
Fortunately, we have perfected the examina- 
tion of the blood and spinal fluid to a point 
where luetic infections of the blood stream 
and the brain can be detected in practically 
all instances. I make a routine practice of 
having the spinal fluid examined in all 
psychoneurotic cases and especially require 
it in all cases where the psychosic element 
is paramount. 

Tuberculosis gives us much food for con- 
sideration, especially in a county like ours, 
which imports so many tubercularly infect- 
ed. Tuberculomas. as well as abscesses of 
probable tubercular origin. reauire due con- 
sideration: in fact. even a simovle localized 
infection of the pus germ character, in a re- 
mote organ. mav rrove a most important 
factor in future cerebra] conditions. 

Of new growths we have time for only 
slight consideration. Thev are various, but, 
with our present knowledee, their presence 
and position can he determined without great 
difficultv. It is not alwavs possible to de- 
termine the anestion of their character, and 
the most pathoenomonie svmptom is_ in- 
tracranial pressure and its effects. 

TREATMENTS 

The most imvortant element in treatment 
is diagnosis, and the most difficult element 
of the diagnosis is its nhysical character and 
regional distribution. It has already been 
vathered. from the foregoing. that intra- 
cranial pressure and inflammatory action 
must have the first consideration in the 
treatment of brain inivrv. It is a principle 
now well defined that intracranial pressure 
should hé relieved as anick as shock or other 
specially contraindicating conditions, such 
as great loss of blood and impossible sur- 
roundings. are relieved. J think it is a prin- 
civle that vressure uron the cerebral tissue 
should he removed at the earliest possible 
moment consistent with the conditions ex- 
isting. whether that nressure be from ex- 
ternal nressure (depressed bone) or internal 
pressure from hemorrhage. edema, swelling, 
hvdrocephalic conditions or neoplasms. 
Sninal puncture with manometric control 
gives us a means of controlling a consider- 
able percentage of intracranial pressure. 
Cisterna! nuncture and ventricular puncture 
are justifiable and opractical, but are ex- 
treme measures which should eb in the 
hands of experts only. Gummatous growths 
melt awav mavic under proper luetic 
treatment, and in this condition let us con- 
tinue to remember the efficiency of our 
friends. mercury and potassium iodide. I 
think that. in the case of any growths other 
than luetic, when they can be reasonably 
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well located, the attempt at their removal is 
practically always justified, since these con- 
ditions are not amenable to ‘therapeutic 
measures and the prognosis is always grave. 
Decompression through temporoparietal ex- 
posure, always with dural opening and drain- 
age when indicated, will save many of our 
otherwise hopeless cases and shorten the 
convalescence of many of those who drag on 
for a considerable period of time. Recently, 
in the persuance of our work in a pathologic 
society at El Paso, we had occasion to re- 
move a brain in which there was an intra- 
dural hemorrhage some fifteen years ago. 
This hemorrhage, being in the rolandic area, 
was easily located. A timid surgeon tre- 
vihined the skull hut did not extend the open- 
ing. He missed the hemorrhage by only a 
few centimeters. The hemorrhage was ulti- 
mately absorbed, but not until the compres- 
sion had left a large depressed area in the 
cerebrum some four inches in diameter 
with a_ thickness of more than an 
inch. There was some evidence of the old 
blood clot. but this circumscribed snace was 
filled with a straw-colored fluid. Had the 
dura been opened, at least some of the blood 
would probably have escaped through the 
drainage. 

Encephalitis and its effects are having 
considerable consideration. The most impor- 
tant recent discovery is probably the effect 
of fresh tincture of stramonium on the Par- 
kinson’s syndome condition. I have been us- 
ing this preparation for more than a vear 
with satisfactory results in all cases, from 
the severest to the mildest. 

So far, the profession has nothing to offer 
for the tubercular conditions of the brain. 

Certainly abscesses should be evacuated as 
soon as they are diagnosed. since the pos- 
sibility of retaining pus pockets bv circum- 
scribed infiltration is practically impossible 
in most of the brain tissue. We are now hav- 
ing a great deal said about the diagnostic 
possibilities of ventricular cephalograms. We 
have had a few cases where cephalograms 
would seem to have been beneficial in the 
diagnosis, but as yet: sufficiently favorable 
conditions have not been presented to enable 
us to practise this procedure. 

Treatment of psychic trauma is a chapter 
too long to be written into this paper. A 
knowledge of this condition can be attained, 
but by long and persistent research, and its 
treatment is largely through the modern 
science of psychotherapeusis. It requires 
knowledge, ingenuity and patience, but the 
greatest of these three is patience. 


DISCUSSION 
DR. JOHN R. EVANS, Denver, Colo.: I was 
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have enjoyed it very much, especially that portion 
of it relating to birth injuries. It occurs to me that 
we have paid too much attention to operative ob- 
stetrics as producing brain injuries, and that per- 
haps long-continued labor, drawn out for many 
hours, does more damage to the brain than we real- 
ize. There is another definite condition of women 
in pregnancy in which there is extreme high ten- 
sion, no albumin, no known toxemia, and where 
they have insomnia and are very irritable. The 
children born of these mothers are very hard to 
bring up. In the first few days of life, they often 
die apparently from no reason. This toxic condition 
may tend to brain injury. 

DR. SWOPE, (closing): While I did not touch 
upon the obstetrical side of the question, I did 
mention that instrumental delivery and the over- 
expansion of the uterine musculature might be 
responsible for a large share of these injuries. The 
toxic state that we find in advanced labor and all 
the way through pregnancy in certain women, may 
be due to some disturbance to the brain circulation, 
but I have always set it down in my mind as due 
to some glandular disturbance. 


HYPERTENSIVE DISEASE 
DAN G. STINE, M. D., 
Columbia, Mo. 

(Read before the New Mexico Medical Society, 
at its Forty-ninth Annual Meeting, at Albuquerque, 
N. M., May 20-22, 1931.) 

This is a disease characterized by increas- 
ing arterial tension that has passed 140 mm. 
of mercury systolic over 90 mm. diastolic, in 
an individual under forty, or 150 mm. sys- 
tolic over 100 mm. diastolic, in an individual 
over forty. 

We are bothered somewhat by a confusion 
of terms in reference to diseases affecting 
the arteries, the kidneys, and the heart. Hy- 
pertensive disease does not mean arterioscle- 
rosis, nor does arteriosclerosis necessarily 
mean hypertension. Even arteriosclerosis 
deos not seem to be an entity. We have to 
differentiate between the individual suffer- 
ing from soft atheromatous changes in 
the intima of his aorta and the individual in 
whom the x-ray pictures of his legs show an 
unsuspected calcification of the media of 
the tibial and oppliteal arteries. Neither 
of these individuals presents hyperten- 
sion early in the disease and may never 
do so. There is, however, an arterial change 
noted in hypertension—a diffuse hypolastic 
sclerosis—a subepithelial thickening of the 
intima, hyalin at first but later becoming 
fatty. The thickening of the intima causes 
narrowing of the lumen. There is also a re- 
duplication of the internal elastic lamina. 
This is most marked in the small and term- 
inal arterioles, appearing early and most 
constantly in the afferent arterioles of the 
kidney and terminal arterioles of the skin; 
the arteries of the myocardium, lungs, and 
gastro-intestinal tract becoming involved 
late and usually not to a marked degree, 


particularly interested in Dr. Swope’s paper and 


This is probably the result, rather than the 
cause, of hypertension. The changes in the 
elastic tissue are a response to the strain 
of long-continued and increased intra-arter- 
ial pressure. The change in the arterioles, 
noted above, is the same arterial change 
that is found in the heart in cardiac hyper- 
trophy. 

Fishberg investigated the arterial lesions 
of seventy-two case sf hypertensive disease 
coming to autopsy, and found that the ar- 
terioles of the kidneys were affected in ev- 
ery case. In two-thirds of the cases the 
splenic arterioles were affected; in one-half 
of the cases the arterioles of the pancreas 
were involved. The hepatic arterioles were 
affected in less than one-third, the cerebral 
arterioles in about one-fifth. This is a strik- 
ing difference in distribution from arterio- 
sclerosis, which involves primarily the large 
arteries and which has a predilection to the 
heart, the brain and the extremities. 

There is also confusion between the kid- 
ney involvement in hypertension and _ in 
chronic Bright’s disease, so that it is neces- 
sary to differentiate the granular kidney of 
hypertension from the senile arterioscler- 
otic kidney and the kidney of chronic glom- 
erular nephritis. In the true granular kid- 
ney of hypertension, we are dealing with a 
morbid process that is not primarily renal 
but on account of which grave renal damage 
may result. The lack of relationship be- 
tween the evidence of renal involvement and 
the b!ood pressure, usually enables one to 
identify the type of kidney lesion. 

It is also easy to mistake the large fi- 
brosed powerfully acting heart of hyperten- 
sion for chronic myocarditis. The estima- 
tion of the pulse pressure here is valuable, 
as the hypertensive heart delivers a large 
amount of blood very forcefully, so that 
sometimes a capillary or even a venous pulse 
can be observed, while the myocardial heart, 
although large, has a weak musculature 
and a low pulse pressure. 

These differentiations are not always 
clinically easy, for in some instances we find 
the palable arteries becoming thick and 
leathery early in the course of hypertension. 
Sometimes we find large amounts of albu- 
min, and casts, with retention of protein 
metabolites and a lowered kidney function, 
early in the course of hypertension. Again, 
we will find a marked increase in the trans- 
verse diaméter of the heart and increase in 
the breadth of the aorta early in the course 
of hypertension. As we follow the progress 
of the disease, however, the varying pic- 
tures become more uniform until there is a 
marked uniformity in the manner of their 
termination. 
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Mild hypertensive disease has been de- 
scribed in young individuals. Alvarez dis- 
covered forty-five per cent of hypertension 
amoung male university students and twelve 
per cent among female students. In the Stu- 
dent Health Service of the University of 
Missouri, mild hypertension is common but 
not in such large numbers. I have followed 
one group of eleven students, whose blood 
pressure was above 150 mm. systolic over 
90 mm. diastolic, for eight years. During 
this time without any treatment, they have 
all improved; in three, the blood pressure 
becoming normal. I somewhat doubt that 
these individuals are suffering from hyper- 
tensive disease as we observe it in the mid- 
dle-aged individual, for the middle-aged pa- 
tient usually has a history of normal blood 
pressure readings previous to the onset of 
his disease, and in the young individual the 
hypertension does not seem to be progres- 
sive. 

ETIOLOGY 

All remarks on the etiology of hyperten- 
tion are speculative for as yet no one etio- 
logical factor has been proved the cause of 
the disease. However, there are a number 
of speculations that have interested me and 
that have been some help in treatment. Fol- 
lowing are a few of the many theories about 
the cause of hypertension. 

That it is due to an imbalance of the in- 
ternal glandular secretions, particualrly of 
the adrenals, the pituitary and the ovary, 
has only the hypertension of the menopause 
in women to recommend it. Major has had 
some interesting results with the injection 
of a liver extract, heparmone, presumably 
containing some active principle. While the 
depressor effect of this is only temporary, 
it does bring about an improvement in the 
paitient’s vascular apvaratus, a relief of 
symptoms, and in some instances, seeming- 
ly, a prolongation of life. 

Auto-intoxication is a favorite theory and 
purgation certainly plays a frequent and 
most beneficial role in the treatment of the 
disease. There are some products of putre- 
faction, xanthin, hypoxanthine, guanin, and 
so forth, which have pressor effects when 
introduced into experimental] animals. 

One of the most striking clues to the eti- 
o'ogy of hypertension is eclampsia. Begin- 
ning with the muscular cramps in the legs 
in pregnancy, which resemble so closely the 
muscular cramps in the legs of hypertensive 
patients, and continuing through the kidney 
and liver damage which so often ends with 
persistent arterial changes and hyperten- 
sion following the acute attack, the similar- 
ity to hypertensive disease is striking. 

It has been pointed out by a number of 
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investigators that there is a slight reduction 
of blood calcium in hypertension and that 
the lowering of the hypertension has been 
noted after the administration of calcium. 
Also, a number of remedies that are known 
to lower blood pressure, such as blood let- 
ting, exposure to ultraviolet rays and expos- 
ure to radium emanation, are also factors 
that increase the calcium metabolism of the 
body. 

Personally, I have tried to show that a 
normal amount of calcium in the _ blood 
stream is necessary to the changing of such 
pressor substances as the guanidine group 
into the inert creatin and creatinin or into 
the depressor guanidine. I have been un- 
successful except to demonstrate that the 
creatinin is often diminished below normal 
in the urine of hypertensive patients but is 
increased with the administration of cal- 
cium. 

I think that it is significant that the age 
in which hypertension puts in its appear- 
ance is the same age in which we see other 
evidences of a disturbance of the calcium 
metabolism of the body, as illustrated by 
osteoporosis involving the maxillae, espe- 
cially around the roots of the molars, and 
less often in the humerus, the upper ribs, 
and the scapulae. 

An interesting theory is that hyperten- 
sion is due to long-continued spasm of the 
arterioles caused by a neurosis affecting 
chiefly the sympathetic system, and it is 
true that the hypertensive individual has a 
lack of stabilitv of his vaso-motor apparatus. 
this being markedly influenced by his mental 
state. Also, that his hypertension and his 
emotional instability are family traits. Also, 
that he has a great sensitivity to adrenalin 
and a tendency to eosinophilia. 

Another speculation is that allergy causes 
the arteriole spasm, but, in my experience, 
these patients have shown less than the 
usual percentage of response to the dermal 
tests for sensitivity. 

However, to me the most attractive theory 
is that of calcium deficiency and the reten- 
tion of certain metabolites. 

Let us leave these etiological speculations 
and consider the individual himself. Here 
we are able to recognize an individual who, 
in his bodily makeup, in his emotional equi- 
librium, and in his manner of living, seems 
predestined to be a sufferer of this disease. 
There is no better description than that 
given by Moschowitz: “The patients are 
overweight and sometimes even obese. The 
neck is short, their bodily movements are 
sluggish, their carriage and walk are un- 
graceful and they lack the spring and ’elan’ 
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of the former athlete. Psychically, these 
people are tense; they pursue their vocation 
with tremendous seriousness and worry 
over trivialities. In consequence they are 
irritable. Phlegm and hypertension are, in 
my experience, antagonistic. Furthermore 
these indivuals have narrow intellectual 
horizons. Their interest in anything outside 
their business is desultory. They have no 
hobbies. In their leisure hours they play 
cards, sit in the theatre, read the news- 
papers, or rehearse the business activities 
of the day. Their sleep is not restful and 
they ‘do not believe’ in vacations. Who can 
not recognize in this picture the individual 
who has been facetiously termed T. B. M., 
or ‘ tired business man’, whose tastes have 
activated a large portion of the so-called 
modern drama? He eats well, drinks alcohol 
to obtain the stimulation that his mental 
faculties do not afford, and his most violent 
daily exercise is his walk to and from the 
conveyance that takes him to his business. 
As a rule, these people are ‘successful’, and 
they may be said to die of ‘success’. His 
most conspicuous mental incapacity is his 
inability to play. He is no longer a child. I 
take it that most of us have something of 
the child within us. Age is not always a 
matter of years. The greatest tragedy is 
when the spirit of the child goes early, as 
so often happens when it is blighted by the 
premature struggle for existence or the 
gloom of a depressing environment. Others 
keep it to a ripe, green age; others, like 
Peter Pan, never grow up. The individual 
with hypertension, you will find, on the 
other hand, lacks these attributes wholly or 
in a large measure, and is, mentally and 
physically, prematurely old. To my mind it 
is the psychical as much as the physical that 
brings on premature old age. A well-balanced 
life requires play as well as work, an alkali, 
if you may so put it, to neutralize the cor- 
roding acid of the ‘fret and fever’ of our 
lives.” 
SYMPTOMS 

The early symptoms are lacking unless we 
can describe an increased capacity for work 
and an increasing waist line as symptoms. 
Given an individual of the type described 
above, as he nears fifty, his desire to work 
and his capacity to work increase. He is 
ill at ease when not mentally employed; 
meanwhile headaches become common and 
he suffers from an occasional insomnia. None 
of his symptoms are sufficiently disagree- 
able to cause him to consult a physician until 
the evidence of his hypertension is found in 
a routine examination, an insurance examin- 
ation, or when some oculist examines his 
retinae with an ophthalmoscope. Then it is 


found that his systolic pressure is above 
170 mm., his diastolic pressure is about 110 
mm. His retinal arteries are full and im- 
pinge upon the veins. He may or may not 
have a few casts or a trace of albumin in the 
urine. He may or may not have an increased 
breadth to the transverse diameter of his 
heart or his aorta. Among my own cases, 
twelve per cent showed definite evidence of 
kidney involvement in their beginning hy- 
pertension. However, no larger percentage 
of these died from uremia than of those in 
whom these findings develop late in the 
disease. Twenty-two per cent of my cases 
showed some increase in the transverse 
diameter of the heart at the beginning of 
their hypertension and only a slightly larger 
percentage of these died from coronary oc- 
clusion and congestive heart failure than of 
those in whom this cardiac finding was ob- 
served late in the disease. 

As this individual is at the height of his 
productivity, it is not deemed advisable to 
take him from work. His diet is restricted, 
his salt intake is limited, and his elimination 
is promoted. For a time he improves. Systolie 
pressure drops, but his diastolic remains 
more stubborn. Shortly, however, both begin 
to rise again until a fairly high degree of 
tension, 180 mm. systolic over 120 mm. 
diastolic, is reached. Here, some compensa- 
tory mechanism is built up, and then he has 
a long period of seeming arrestment of his 
disease. His heart, however, gradually en- 
larges and his arteries become thickened 
and leathery. It is probable that, during 
this period of the arrest of the climb of his 
arterial tension, the degeneration and nar- 
rowing of the arterioles take place, and it is 
this increasing peripheral resistance that is 
the factor that eventually overcomes the 
unknown mechanism that I have mentioned. 
The systolic blood pressure climbs to well 
over 200 mm. and the diastolic rises to 140 
mm. or over. The heart further enlarges. 
The aorta dilates. The kidneys show urinary 
evidence of damage, especially in their ability 
to concentrate the urine at night, although 
their function otherwise may seef only 
slightly imapired. The patient, now, is rest- 
less. He is full of energy, rises early in the 
morning and is eager for work. On physical 
exertion he notices a substernal sensation 
of constriction or actual aching pain. This 
may set a definite limit to his physical 
activities but usually does not end in an 
anginal attack. He is subject to a sense of 
fullness in his head, or his head aches. He 
is dizzy and complains of a ringing in his 
ears. Not only are his arteries thickened 
and full, but on venesection it is often noted 
that the veins have become markedly thick- 
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ened and the venous blood is held under con- 
siderable pressure. During this phase of his 
sickness, there develops in the patient a 
distinct mental change. He becomes irritable. 
He is suspicious of his business associates 
and sometimes of members of his family. 
His judgment pertaining to his business af- 
fairs usually remains unimpaired. However, 
his moral tone may degenerate. For many 
years, I have been interested in clipping 
newspaper descriptions of scandalous epi- 
sodes involving well-known men over fifty- 
five years of age. I then watch for their 
obituaries, which I clip and pin to the or- 
iginal clipping. The difference in time will 
average about two and one-half years, and 
the description of the character of death 
leads one to believe that it is the termination 
of hypertensive disease. 

Death in hypertensive disease may be 
vascular from cerebral hemorrhage; cardiac, 
with sudden death in coronary occlusion, or 
the more prolonged death from congestive 
heart failure; or, what in my experience has 
been more common, the development of 
uremia and a death in coma. I have seen 
patients die in uremic coma who a week 
before death showed no evidence of a re- 
tension of non-protein nitrogen, dye reten- 
tion, or retinal hemorrhage, to indicate a 
failing kidney. ; 

TREATMENT 

The most sure method of bringing about 
relief from the symptoms of the disease, is 
rest. Rest is the best test of vascular func- 
tion in hypertension. If the blood pressure 
falls to nearly normal with several days’ 
rest in bed, if there is no increase in the 
transverse diameter of the heart, if the 
kidney’s ability to concentrate urine is nor- 
mal, and there are no albumin or casts in 
the urine, then I think the outlook for treat- 
ment is very favorable. If rest will lower the 
blood pressure (and let us not forget that, al- 
though we have an instrument of precision 
to measure this symptom, it is only one of 
the many characteristic of the disease), rest 
will keep it down. This has been brought 
home to me in a striking manner in watching 
the progress of another disease. In the last 
few years, another evidence of the stress 
and strain of living has appeared in great 
frequency in my community, that is the 
symptom complex which, with accompanying 
states of profound mental anxiety, is called 
neurasthenia. The usual tratement for this 
is prolonged and profound rest—my cases 
averaging six months in bed. Among their 
number have been a few patients suffering 
also from hypertension. I have found that 
at the end of six months all these patients 
were much improved in their hypertension, 
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and those who had no enlargement of the 
heart and no kidney damage before going 
to bed, lost all evidence of hypertension and 
remained much improved after their rest 
period was over. How long this improvement 
lasted in all hypertensive cases depended 
upon the amount of activity the individual 
engaged in when released from bed. As 
there seems to be a rebound from mental 
depression to mental] exhilaration in recovery 
from neurasthenia, I was unable to carry 
out a long period of partial rest following 
confinement to bed. A few individuals, how- 
ever, in spite of rather strenuous activity, 
have remained seemingly well over a period 
of a few years. I feel that in rest, long con- 
tinued mental and physical rest, we have 
our greatest curative factor in hypertension. 


Next in importance to rest, is diet—not 
in character of food but in its amounts. 
These individuals are large eaters and are 
usually obese. It is. well to limit their intake 
f food to such an amount as will maintain 
their weight at something slightly less than 
the agerage for their height. Among my 
patients, I find that the consumption of salt 
is unusually high. This I restrict to a 
moderate amount. 


I have observed no striking results from 
the administration of drugs. Luminal is use- 
ful to allay mental irritation. Coronary dil- 
ators are useful when indicated. I have seen 
no results from the administration of the 
nitrites. Digitalis will aid a crippled heart 
to limp a little longer. I do, however, ad- 
minister calcium with the use of ultraviolet 
rays or the administration of irradiated 
ergosterol, 


The greatest thing in the treatment is to 
have clearly in mind the little we know 
about the disease process. To have also in 
mind the much we can learn about our 
patient. If he is seen early in his disease, a 
long period of rest will improve his condi- 
tion. During that time we must attempt to 
change his whole philosophy of living. We 
must broaden his mental activity; teach 
him to be patient—that he must always be 
mentally calm. Teach him to think slowly, 
speak slowly, act slowly. Build up the mus- 
culature of his body by passive exercise and 
massage during his long period of rest. Make 
the care of his body a real factor in his life 
after this period of rest. Teach him that the 
joy of a fully distended stomach must never 
be his again, and that any gain in weight 
is the beginning of a real relapse. Even with 
all this we will experience many failures, 
but I feel that you will enable a few con- 
scientious individuals to recover or, rather, 
keep their disease arrested. 
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DISCUSSION 

DR. R. O. BROWN, Santa Fe: I should like to 
ask Dr. Stine if he has found diet to be of any 
value in hypertension. Another item that interests 
us in the highest parts of New Mexico is the ques- 
tion of the altitude. Some say that a high altitude 
is not good for this class of patients, while others 
maintain it makes no difference, that hypertensive 
cases do just as well on rest, diet or relaxation in 
a high altitude, as in a low one. One of the dif- 
ficulties encountered in the highly energetic type 
of person, who works all the time and cannot be 
content unless busily employed at something, is to 
persuade that kind of patient to take the rest treat- 
ment so necessary in hypertension. 


DR. S. L. BURTON, Albuquerque: I am very glad 
to have heard Dr. Stine’s paper and think it a very 
excellent one. The treatment of hypertension re- 
minds me of my own condition. For years I was not 
able to take life insurance on account of low blood 
pressure. Since having an attack of pernicious 
anemia, and being put on liver extract, I can now 
eat everything and my blood pressure has been 
elevated. 1 began to use liver extract gradually 
and now, in two years’ time, my blood pressure has 
increased and the hemoglobin is equal to that of 
every one. 


DR. JAMES VANCE, El Paso, Texas: In surgery, 
we run across a great many of these hypertensive 
cases, but my observation has been that farmers 
and laborers, as a rule, do not have hypertension. 
I should like to ask Dr. Stine what effect, if any, 
heavy alcoholic drinking has in this connection. 
From a surgical point of view, in cases where the 
blood pressure is over 200, the best method is to 
give spinal anesthesia. This works very beautifully. 
I formerly used ether, but spinal is much more 
satisfactory in every way, these cases doing re- 
markably well under it. 


DR. STINE (closing): In answer to Dr. Brown, I 
find a salt-free diet to be very beneficial. In a well 
developed case of hypertension, the most we can 
hope for is from rest. As to altitude, I do not know 
anything about its effects. I do not think that over- 
work has so very much to do with this condition. 
The individual who takes his work lightly and 
leisurely and yet turns out an enormous amount of 
it, comeg out all right. The tense, - og | in- 
dividual who takes his work home with him, is the 
one who suffers most. 

In reply to Dr. Vance, farmers in my state have 
been under a severe mental strain the last few 
years. I do see hypertension among the farmers, 
but it is usually among those who have a very good 
lot of land and who do very little work on it 
themselves, so have a lot of time to worry. They 
have quit milking cows and doing the chores, and 
have developed mental stress and hypertension. 
Of course, arteriosclerosis is common among labor- 
ers, but that is a different thing from hypertension. 
Alcoholics have low blood pressure and I do not 
think alcohol is a factor in hypertension. Tobacco 
I am doubtful about, but believe it is innocent, and 
while alcohol seems to spare the arteries it pro- 
duces damage to other parts of the body. 


TRICHINOSIS 
(Report on a Series of Cases) 


J. A. RAWLINGS, M.D., 
CHESTER AWE, M.D., and 
J. MOTT RAWLINGS, M.D., 

El Paso, Texas. 


Dr. J. A. Rawlings 

I wish to present an interesting series of 
cases that occurred in my practice and in 
that of three of our colleagues. 

On February first, a family of six chil- 
dren, ranging from a young adult to a child 
of six, fell ill with similar symptoms, vary- 
ing only in degree. They began with fever, 
aching in the back of the head, soreness of 
muscles and edema of the face and eyelids. 
There were no respiratory symptoms of any 
kind; the chief symptom being the edema of 
the face, the temperature from 101° to 104’, 
and the pulse being 15 to 30 beats higher 
than normal. 

There were different degrees of severity, 
the boy of ten being the sickest of the num- 
ber. This boy had an urticaria] spot on his 
chest four or five inches in diameter, and 
had had other areas of urticaria as well. 
These, with the other symptoms, led me 
to believe that I might be dealing with food 
allergy. So, in seeking a solution to the 
trouble, I called Dr. Chester D. Awe and Dr. 
J. Mott Rawlings in consultation. Dr. Awe 
will give you the blood findings, skin tests, 
differential diagnosis and further discus- 
sions of this condition. It was through the 
blood findings that we were finally enabled 
to make a proper diagnosis. 

Dr. Haffner had a young adult with simi- 
lar symptoms. Dr. Arguelles had two young 
adults and an elderly man similarly affected. 
Dr. Rodarte had a man of middle age, suf- 
fering with the same complaint, making a 
total of twelve cases altogether. 


Urinary findings were negative in all but 
two of my six cases. One of these had 
slight nephritis and the other had a severe 
type, showing a great many casts and double 
plus albumin. 

Several of these patitents developed a 
great deal of muscular tenderness, especial- 
ly the boy of ten, whose abdomen was hard 
and board-like and whose whole muscular 
system was tense and hard. All of them had 
coated tongues and some of them had slight- 
ly injected throats. These children contin- 


ued to be quite uncomfortable for about ten 
days and then their symptoms ‘gradually 
subsided, so that at the end of two weeks 
they were practically well, except the boy 
of ten who was cohvalescing rapidly. The 
symptoms as shown by these children were 
not the classical ones, for most authors men- 
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tion bronchitis, vomiting and diarrhea, as 
fairly constant and prominent. 

Our first blood examination of these chil- 
dren did not show any increase of eosino- 
philes, but did show a pronounced leukocyto- 
sis; consequently, we were not aided in the 
diagnosis by this first examination. Later, 
however, the blood findings uniformly show- 
ed a large increase of eosinophiles and this 
enabled us to make a diagnosis which was 
later corro‘orated by the finding of worms 
in the muscle of one of these patients. 


Discussion by Chester Awe, M. D. 


The essential features in this series of 
cases have been presented by Dr. Rawlings. 
There are, however, several points that 
should be emphasized in a discussion of the 
diagnosis. First, there was an absence of 
gastro-intestinal symptoms, nausea, vomit- 
ing, and tympanites, which usually accom- 
pany invasion of the intestinal tract by tri- 
chinae. These symptoms, when present, are 
due to toxins liberated by adult worms and 
tissue reaction to them. Second, members 
of the family persistently denied having re- 
cently eaten pork or ground meat, or meat 
obtained from any other source than their 
corner grocery, which handled government 
inspected meats. Only after a definite diag- 
nosis had been made, could they recall Hav- 
ing eaten hamburger about two weeks prior 
to illness. Third, the first blood counts 
showed a normal differential picture which 
temporarilv confused us. 

The earliest objective symptom in all 
cases was marked edema of the upper face, 
eyeballs and conjunctive. In two patients 
there was involvement of the temporo-man- 
dibular joints, with tenderness and effusion. 
No other joints were affected. 

Shortly after the edema became pronounc- 
ed, two of the boys were sent to their family 
physician, who made a diagnosis of acute 
nephritis and prescribed bed rest and dietary 
measures. When the other members of the 
family became ill within forty-eight hours 
with similar symptoms, it became apparent 
that some condition other than nephritis 
was responsible. 

Dr. Rawlings was called and suggested the 
probability of food allergy. Skin tests were 
done on two occasions, using all foods re- 
cently eaten by the family; these were neg- 
ative. Blood counts were then repeated by 
Dr. J. Mott Rawlings, Mr. Wolfe and myself. 
These showed a leukocytosis with a_ high 
eosinophile count, and, in our opinion, made 
the diagnosis of trichinosis complete, be- 
cause we know of no other condition in 
which so high an eosinophile count is pres- 
ent. The fever was of the type usually seen 
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in trichinosis; muscle tenderness began on 
about the tenth day of illness and in two 
patients was a prominent symptom. The 
muscles of the arms, legs and abdomen were 
sensitive to palpation. The external muscles 
of the eye were involved in one _ patient, 
causing limitation of movement of the eye- 
ball. The symptoms of chilliness and sweat- 
ing, usually present in trichinosis, were ab- 
sent in these cases. 

Three cases seen by other doctors were ex- 
amined by Dr. Rawlings and myself and dif- 
ferential blood counts were made; these 
showed an. eosinopile count of about 40 per 
cent and their symptoms were practically 
identical with those of the cases given above. 

Differential blood counts were again made 
on February 21 at which time the patients 
were practically recovered from their symp- 
toms, although muscle soreness persisted in 
the eldest bov for about two weeks after 
this date. The duration of illness in all cases 
was about one month and there were no dem- 
o~ strable complications, 

Several writers have mentioned the rarity 
of trichinosis in Spanish-American peoples, 
due to their habit of thoroughly cooking 
meat. All of the cases seen by us were 
Spanish-Americans. The fact that these 
cases were found in various sections of El 
Paso led us to believe that there were prob- 
ably quite a few more unrecognized cases 
present at the same time. The mortality is 
usually given as about 5 per cent, but varies 
greatly, depending on the number of larvae 
consumed by the individual. We were unable 
to discover the source of infection, but it 
seems likely that it was due to chopped or 
ground meat, as all patients give a history 
of having eaten this kind of meat shortly be- 
fore illness. 

The blood counts, which are interesting 
from the high eosinophile count, follow: 
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28% 


TERECITA 
2/9/31. 2/21 /31. 
37% 

SIX—OLD—SW MED 
ADOLFO 
2/9/31. 2/21 /31. 
Eosinophiles - 18% 
VICTOR 
2/9/31. 2/21 /381. 
1% 14% 
Large Monos 3% 


J. Mott Rawlings, M.D. 
PATHOLOGY OF TRICHINOSIS 

The Trichina, or as it is now called, Trich- 
inella spiralis, was discovered by Owen, and 
has since been studied by numerous others, 
especially Virchow, Zenker and Staubli. 

The Trichina is a round worm carrying out 
a comovlete life cycle in one animal, but need- 
ing transference to the intestinal tract of 
another animal for the development of a new 
cycle. 

The usual story is as follows: The worm is 
essentially a parasite of swine, but can live 
in rats, mice, guinea pigs, rabbits, dogs, cats 
and many other animals, as well as man. 
Pigs are often infected from eating dead rats 
and man from eating insufficiently cooked 
pork. The embryos. both male and female, 
are found in the muscle substance of the pig, 
encysted, and when they are in contact with 
the acid juices of the stomach the cyst is 
eaten away and the embryo freed. It then 
develops into mature form, conjugation oc- 
curs. maturation follows. and the female, 
penetrating the central lvmnhatic bore of 
an intestinal villus, hatches its eggs in its 
uterus and the embryos, free swimming, 
leave the genital pore, enter the lymphatics 
of the host and are there swept into the 
blood stream, from which they choose the 
voluntary muscles as their abode and again 
encyst themselves. During the stage in 
which they are in the blood stream, they 
may be found by dissolving the blood away 
with 3 per cent acetic acid and examining 
under the microscope. They are often abun- 
dant in the peritoneal cavity, but do not de- 
velop there. 

After entering the muscle, each one pene- 
trates a muscle fiber and crows, the fiber 
losing its striations, the embryo showing an 
intestinal tract. After this it lays down a 
thick hyaline capsule about itself. The origin 
of the capsule is disputed, but it would seem 
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to arise from the worm itsef. The worms 
may live years in the muscle, until such time 
as the capsule becomes calcified. 

The disease is often a fatal one and ends 
fatally when much of the meat is consumed. 
An extraordinary eosinophile increase in the 
blood leukocytic differential count is almost 
diagnostic, if taken in conjunction with swol- 
len areas of the face and_ tender, painful 
muscles. Fever, sweats, malaise and, occas- 
ionally, diarrhea occur. 

The acute course of the disease is from 
three to fourteen days. Postmortem exami- 
nations show swelling of the intestinal mu- 
cosa, lymph node enlargement, and skeletal 
muscle changes. Bone-marrow is rich in 
eosinophile myelocytes. The parasites are 
visible to the naked eye only after calcifica- 
tion. Neck muscles, diaphragm, and ten- 
dinous insertions, are favorable sites of loca- 
tion. 

In this particular case a portion of muscle 
was excised from the tendinous insertion of 
the right biceps of one of the patients. Froz- 
en section was made, stained with hematox- 
in-eosin, and was studied. This showed the 
typical Trichina parasites in large numbers. 


PROCTOLOGIC ODDS AND ENDS 
CURTICE ROSSER, M.D., F.A.C.S. 
Dallas, Texas. 

(Read before the State Medical Society of New 
Mexico, Albuquerque, May 1931. From the Section 
on Proctology, Baylor Univ. Dept. of Medicine, 
Dallas.) 

The philosopher who suggested that our 
thoughts should concern the good, the beau- 
tiful and the true did not have in mind the 
question of rectal pathology. Nevertheless, 
it is a matter of general knowledge that the 
ratient who suffers from disease in this 
vicinity is characteristically unable to keep 
his thoughts upon that high and amiable 
p'ane. 

Proctology. a field so long abandoned to 
the quack and the irregular, has in recent 
vears been to a large measure reclaimed to 
orthodox medicine through increasing reali- 
zation of its import in the general medical 
scheme, by the evolution of undergraduate 
instruction in ano-rectal diseases, and from 
a definite demand on the part of practition- 
ers that disorders so wide-spread in their 
clientele shall have the benefit of careful 
scientific consideration in the place of the 
alluring promises of the charlatan with his 
amiable newspaper photograph underlined, 
“no pain. no chloroform, no knife.” 

Not the lest benefit to the patient from 
this novel renaissance as an orthodox spe- 
cialty of an outcast phase of medicine, has 
been the discovery that there is no inflex- 
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ible rule insisting that treatment by a rep- 
utable practitioner must consist of major 
surgery, only. 

Dr. E. H. Terrell of Richmond, for ex- 
ample, originated some years ac an office 
treatment for internal hemorrhoids consist- 
ing of the injection of different solutions of 
quimne urea hydrochloride in the varicosi- 
ties, which is apparently safe. and which 
has been found curative in early cases, and 
distinctly palliative in advanced hemor- 
rhoids. 

Dr. A. B. Graham, of Indianapolis, in 1926 
suggested a most effective and_ simple 
treatment for anal fissure—the introduction 
of a few drops of the same chemical behind 
the ulcer. While it is requisite to add to 
this step the excision of the sentinel pile, if 
it is large enough to block drainage, and 
while excision of the ulcer itself may be un- 
avoidable where extensive infection and 
scarring are present, the Graham technic 
has proved in my hands most satisfactory. 


If JT may add another example of surgery- 
avoiding office rrocedures, I have been using 
with uniform success for the past four years 
intravenous injections of mercurochrome 


for that most painful and difficult lesion, 
anal chancroid. The technic suggested, after 
autoinoculation and smear from the vacci- 


nation lesion has verified the diagnosis, con- 
sists of intravenous injection of increasing 
amounts of one ner cent mercurochrome, be- 
ginning with three cubic centimeters. The 
characteristic pain is relieved by the first 
treatment, and three to five injections, made 
at 48-hour intervals, clears up the pathology. 

But while I welcome. and you will, any 
safe, logical and proved addition to the ar- 
mamentarium of rrocto’ogic treatment, the 
wisdom of appropriating the chief working 
tool of the itinerant, the syringe of phenol 
in oil, without proper scientific examination 
and estimation of final results, is surely open 
to question. While the use of this chemical 
is venerable from the standpoint of age, it 
has no other claim to special favor in the 
hands of the modern orthodox _ proctolo- 
gist, since its users have been in the past 
chiefly those whose only concern was quick 
and easy financial returns. My own inter- 
est in this question has been stimulated 
through the detection of innumerable rigid 
rectums following the use of carbolic-oil rec- 
tal injections, in addition to the fact that in 
my series of strictures 12 per cent of all 
those sufficiently advanced to require the 
use of corbolic oil rectal injections, in addi- 
my series of strictures, 12 per cent of all 
those sufficiently advanced to require proc- 
totomy have been from this cause. I have 
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elsewhere (Journal of the A. M. A.) report- 
ed reasons for believing that these chemical 
strictures are the results of the formation 
of eleomata from the incarceration and re- 
tention of the oil injected under the rectal 
mucosa. 


This type of stricture offers tremendous 
difficulties therapeutically, as does the com- 
mon rectal stenosis resulting from the oblit- 
erating proctitis of a mixed infection based 
on Neisserian rectal infection. 

There is no known method of restoring the 
rectum to its norma] configuration in either 
of these stenoses, and in marked obstruc- 
tions colostomy may be necessary; but the 
best palliative procedure in my own hands 
has been the use of dilatation-diathermy, 
made possible by a special set of electrodes 
after the original suggestion of A. J.. Mur- 
ietta of Los Angeles. 

Perhaps the most effective aid in divorcc- 
ing the present-day patient from the quack 
where surgical measures are essential, as in 
fistulae, in advanced cases of fissure and 
hemorrhoids, in cancer, and so forth, has 
been the perfection of infiltration and block 
anesthesia as it applies to operative surgery 
of this region. 

Minor anal lesions may be corrected after 
block of the inferior hemorrhoidal nerve fil- 
aments by peri-anal] infiltration with nuper- 
caine, and more extensive procedures may be 
accomplished under a low spinal. A special 
spinal technic. useful in rectal work, may be 
of interest. With the idea of limiting the 
anesthesia to the zone involved and reducing 
the possible decline in blood pressure, the 
patient is given only 25 milligrams of novo- 
caine mixed with spinal fluid, in the sitting 
position. The resulting anesthesia is exactly 
that obtained by the caudal block formerly 
used, and in the fifty minutes available, 
practically any necessary work may be done. 
No federin is needed unless the initial blood 
pressure is 100 mm. or lower. ~ 

Block anesthesia has been found extreme- 
ly helpful in the extraction of large foreign 
bodies impacted in the rectosigmoid. Among 
my own cases a sauce bottle and an electric 
light globe were easily removed without 
severing the sphincters, removing the 
coccyx, or laparotomy procedures—reported 
by various observers as necessary in similar 
emergencies—by means of the very complete 
relaxation afforded by caudal or spinal anes- 
thesia. Smaller objects such as beef bones, 
enema tips, thermometers, to select three 
examples from my own experience, are best 
removed through the proctoscope. 

One is tempted to suggest that the most 
radical recent changes *n the handling of 
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rectal cases are based on three premises now 
generally conceded. The first is that a pa- 
tient whose symptoms suggest a rectal lesion 
is entitled to an examination of the organ 
by palpation and inspection, externally and 
internally. The second is that the cautery is 
not compulsory in rectal surgery. The third 
novel premise is that a postoperative rectal 
wound should be occasionally freed from de- 
bris, dried, and dressed, as if it were a sur- 
gical wound elsewhere in the body. On these 
three grounds alone this region demands ad- 
mission to modern surgery. 


A CASE OF TULAREMIA 


JOHN L. MURPHY, M.D. 
El Paso, Texas. 

(Presented before the Staff Meeting of the 
Hotel Dieu, El Paso, Texas). 

Mr. T., age 41, is a butcher at the Fort Bliss 
Commissary. He was transferred to us by a local 
physician on Jan. 16, 1931, because of a lump on 
his right arm and in the right axilla. The present 
illness dated back to Dec. 14, 1930, or four weeks 
before we saw him, at which time he noticed a gen- 
eralized malaise and was having night sweats. The 
latter were followed by chilly sensations. He also 
complained of a generalized aching of the larger 
joints and back. There was marked anorexia. Two 
days later he noticed a small tender lump in the 
region of the epitrochlear lymph node which has 
gradually increased to its present size. Ten days 
later a similar lump was noticed in the correspond- 
ing axilla. He states that the only thing he could 
compare his illness to was an attack of grip, though 
he didnot have any upper respiratory infection with 
the present illness. In spite of the fact that he felt 
badly. he continued his work for ten days before 
consulting the family vhysician, who made a diag- 
nosis of intestinal influenza and instituted treat- 
ment. During this time the patient was confined to 
his home but not strictly to bed. He had lost about 
eight vounds of weight. After ‘two or more weeks, 
since his condition did not improve, he consulted 
another physician, who told him he had an abscess 
on his arm which needed opening and advised com- 
ing to see us. 

We first saw Mr. T. January 16, 1931. He is nat- 
urally a dark man. but his complexion at that time 
was especially ruddy and he appeared depressed, 
but not greatly emaciated. His temperature was 
99.2. pulse 100, and respiration 18. Examination 
of his right arm revealed a tumor mass about one- 
half tangerine size. The skin over it was erythema- 
tons but intact. At its center, fluctuation was in 
evidence over an area about the size of a quarter, 
and the remainder of the tumor was markedly in- 
durated. There was no sore of anv nature on the 
corresponding hand: fingers or forearm; further- 
more. he denied there ever havine been. with his 
vresent illness. There were no red streaks as evi- 
dence of Ivmphangitis. and no tenderness of the 
arm excent at the site of the tumor. Examination 
of. the axilla revealed another tumor mass about 
hieckory-nut size. There wes no ervthema over this. 
The tumor was slightlv tender and nainful on mo- 
tion of the arm. It did not present fluctuation but 
instead. felt rather firm and: to be comnosed of 
two or three different masses closely matted to- 
wether. 

Upon further auestionine, Mr. T. admitted hand- 
line rabbits at the Commissary. and on manv oc- 
easions he has with both hands broken the breasts 


of the rabbits open, thereby sticking the broken 
ends of the tiny ribs in his fingers and palms of 
his hands. He denied, however, that any of these 
pricks ever resulted in smafl sores or ulcers. With 
the history and findings as above, we suspected 
tularemia. We advised incision and drainage of the 
abscess on the arm and hot boric dressings both to 
the abscess and the axilla. The lump in the axilla 
was not fluctuant and we believed it would subside 
if the abscess in the arm was drained. The abscess 
was incised and about an ounce of thick creamy pus 
was released. Some of this was taken for guinea- 
pig inoculation. Blood was also taken for study. The 
Kahn test was negative, as was the agglutination 
for undulant fever. There was a partial agglutina- 
tion with a known culture of B. tularensis in a di- 
lution of 1 to 320, and a complete agglutination in 
a dilution of 1 to 160. Francis, Simpson, et al, have 
never found agglutinations present in the blood dur- 
ing the first week of the disease. Francis states, if, 
at the end of ten to fourteen days, there is aggluti- 
nation of 1 to 10 or 1 to 20, it is suspicions and in 
another week the agglutination should be recheck- 
ed. If the titer has increased to 1 to 40 or 1 to 80, 
the diagnosis is certain. 

A guinea-pig was inoculated intraperitoneally 
with .5 ¢.c. of pus mixed with saline. It did not 
show any signs of illness by the tenth day, when a 
postmortem was done. The liver and spleen were 
found entirely normal. This is in accord with the 
observations of others on tularemia, and did not 
change our diagnosis. 

In Dr. Brown’s previously reported case, which 
was the first case reported in the State of Texas 
(J.A.M.A. 84: 1243, Apr. 25, 1925) two guinea-pigs 
were inoculated intraperitoneally, one by material 
swabbed from the ulcer and the other by scrapings 
from the ulcer. Both guinea-pigs died on the fourth 
day within a few hours of each other. The post- 
mortem rev ealed typical miliary necrotic foci of 
both the liver and spleen. Still two other guinea- 
pigs were inoculated with pus from a suppurating 
regional lymph nooe and neither animal died or be- 
came sick. They were not autopsied. 

In my case, which was the fifth reported in the 
State of Michigan (J.M.S.N.S., December, 1930), 
pus from the gland was cultured on cystine-blood 
agar, and a scanty growth was obtained. Colonies 
from the plate were suspended in saline for guinea- 
pig inoculation. This resulted in death on the sixth 
day, and autopsy showed typical lesions character- 
istic of tularemia. Since we did not have the proper 
culture medium at hand for study of the present 
case, the organism was not isolated. This is not 
necessary, since a positive agglutination is conclu- 
Sive. 

On the second day after opening the abscess. the 
patient’s temperature had fallen to normal and the 
patient states he felt stronger and better generally. 
The abscess was only slightly sore, but the lump in 
the axilla remained about the same size and rather 
tender. A swinging motion of the arm at the shoul- 
der was verv painful. One week later, the indura- 
ticn around the abscess had subsided and the wound 
healed over in another three days. while the lump 
in the axilla was versistent in spite of continuous 
hot applications. We watched the axilla closely for 
fluctuation. which did not appear, consequently we 
did not incise it. 

It is now four weeks since we first saw the pa- 
tiert. The Jnmn in the axilla is about half the orig- 
inal size still firm and moderately tender. The na- 
tient has returned to his business as a butcher. but 
finds that in using the saw for cutting meat ther» 
5 still some discomfort. His avnetite and strength 
have onlv nartiallv returned. He is gradually get 
tine back to his normal weight. Weakness is the 
most common sequel of tularemia. 
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SUMMARY 

A butcher, aged 41 years, becomes ill with a gen- 
eralized malaise, sweats, attacks of chilliness, and 
generalized joint and back pains. His family physi- 
cian makes a diagnosis of intestinal influenza, but 
after two weeks his condition does not improve un- 
der treatment for this. Another physician is con- 
sulted and the patient is referred to us because of 
an abscess on his arm. 

Examination reveals an abscessed epitrochlear 
gland on the right arm and a small lump in the 
corresponding axilla. The patient’s temperature 
was 99.2. Forty-eigsht hours after the abscess was 
opened he felt better and now, four weeks later, 
the abscess has healed and the tumor in the axilla 
is gradually subsiding. Agglutination test on the 
blood with B tularensis at the time of his first visit 
(four weeks after onset of P.I.) was partial in a 
dilution of 1 to 320 aand complete at 1 to 160. A 
guinea-pig inoculation with pus taken from the ab- 
scess did not develop the disease. This, then, is a 
case of glandular tularemia. 

We feel sure the portal of entry was a stab 
wound by sharp broken ends of the rib of an in- 
fected rabbit, but there was no history or evidence 
by examination to substantiate this belief. 

We are indebted to Mr. Wolfe, of Dr. Willis W. 
Waite’s laboratory, for the special serological work 
done in this case. The diagnosis of tularemia was 
made in three hours after the patient came to our 
office. 

Follow-up (March 11, 1931); Mr. T. resumed his 
duties as a butcher soon after his last visit to the 
office i. e., about Feb. 1. He complained only of 
some soreness persisting in the right axilla. On Feb. 
27, he returned to the office stating he was feeling 
bad and that the lump in the axilla was getting 
larger. His temperature was 97°. Examination at 
this timereveale da tangerine-sized fluctuant mass 
in the right axilla. Under local anesthesia an inci- 
sion vertical to the axilla was made and about two 
ounces of thick creamy pus was released. The ab- 
scess was well packed with gauze to insure healing 
from the bottom. It is two weeks since the abscess 
was incised. It is nearly healed, and Mr. T. states 
that, for the first time since he contracted the dis- 
ease. which was in December, he has felt himself 
again. 


ORAL DIAGNOSIS 
With E-necial Attention to the Devital X-ray 
Negative Tooth 
LUTHER ALTON NEIL, D. D. S. 
El Paso, Texas 


(Read before the El Paso County Medical Society, 
t regular meeting in February, 1931). 


Back in 1801. Dr. Benjamin Rush. one of 
tre signers of the Dec'aration of Independ- 
ence, reported a case of rheumatism, a case 
of dyspepsia, and a case of erysipelas, cured 
by the extrac'ion of teeth. 

A great debt of gratitude do we owe such 
men as Rosenow, Ri'lings and Mayo, work- 
ing in cooperation with dentists and by 
an'mal experimentation, for demonstrating 
how the eradication of oral foci can relieve 
many serious systemic involvements’. 

Only 'ast September, Dr. Mayo was quoted 
as stating that 61 per cent of the cases in 
the Mavo Clinic came as a result of oral 
infection. At the age of twenty-five, one- 
fourth of us have septic mouths, at forty- 
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five the number has increased to 90 per 
cent, and after fifty, practically all mouths 
are septic’. 

In view of these facts, and in justice to 
those over whose health we are guardians, 
the mouth should logically be the first ave- 
nue of search. For this search the services 
and close cooperation of a competent and 
unbiased dental diagnostican is most es- 
sential, that the physician may complete his 
d‘agnosis and determine the method of pro- 
cedure and treatment. 

There is a great error, on the part of many 
physicians, in the popular belief that a dental 
diagnosis is so simple that almost any one 
can perform this simple service. The phy- 
sician’s having province over such a vast 
field is, no doubt, a strong influence in the 
belief that at least almost any dentist should 
know the small area for which he is respon- 
sible. “Are we cognizant that such under- 
standing implies that the dentist is at once 
a healer, surgeon and an artisan? Admittedly 
too great a scope for the average practition- 
er to pursue’.” To know the status of thirty- 
two teeth, or thereabout, the osseous sup- 
porting structures, forty to fifty inches of 
gum tissue, the relation between focal in- 
fection and systemic disease as well as a 
systemic defense, requires skill, time, pati- 
ence, and a full realization of one’s respon- 
sibility. 

Another serious and erroneous idea pre- 
valent among physicians, dentists, and lay- 
men; is that a set of x-rays. or tooth pic- 
tures, constitutes a mouth diagnosis. Oral 
diagnosis by x-rays alone is impossible, even 
in the hands of the most skilled dental diag- 
nostician. There may be several successful 
treatments for a disease, but there is only 
one diagn*sis. the correct one. 

Phys‘ciars have often been disappointed 
because their ratients show no improvement 
after dental treatment. when the patient, 
possibly, failed to improve for the reason 
that the mouth condition was not a factor, 
or, because of careless and indifferent mouth 
d‘agnosis, or treatment. or both, the infec- 
tion was only partly eradicated. And this 
disanpointment is felt more keenly by both 
vhysician and patient when. the teeth have 
been slaughtered by the wholesale. 

Infected teeth should be located and either 
freed of the infection or removed. but rro- 
mise improvement in a chronic disease is 
to court dicaster and discredit the benefits 
to be derived from early eradication of oral 
foci of infection. Dr. Bumpus, of the Mayo 
Clinic, says, “Too many septic teeth are re- 
moved after the heart begins to beat ir- 
regularly, after the ur’ne contains albumin 
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or pus or after the joints have become de- 
formed’.” 

As further evidence against oral diag- 
nosis being an easy matter, permit me to 
remind you that, under the heading of 
“stomatitis” may be included all of the in- 
flammations of the mucous membrane of 
the mouth—eighty-two in all’. Twenty-one 
are in the local group. Sixty-one is the num- 
ber of local manifestation of systemic dis- 
eases constitutional disorders and drugs, 
this being exclusive of the long list of tu- 
mors. And, as you know, the x-ray registers 
not a single one of these conditions. 


In the deeper or bony structure of the 
mouth, and of the chronic type, there are 
four causes of pathology. The first and most 
prevalent is periclasia (pyorrhea). That this 
disease usually causes but little discomfort 
and is difficult for the average practitioner 
to handle successfully, is responsible for a 
diagnosis delayed until it has reached a 
stage comparable with cavitation in tuber- 
culosis. 

At this stage the patient usually loses his 
teeth and has probably lost his health. This 
forty to fifty inches of gum tissue, from 
two to several] millimeters in depth, furnishes 
quite an area for bacterial growth—many 
times that of the tonsils. Many of my pati- 
ents have been relieved of rheumatism, neu- 
ritis, stomach disorders, and so forth, by the 
treatment of even incipient pyorrhea. Of the 
four causes of chronic oral foci of infection, 
pyorrhea, in my opinion and in the opinion 
of practically all authorities, is the only one 
that can be successfully treated. But, due 
to the fact that extraction is the popular 
method of eradicating mouth infection, the 
savable pyorrhea tooth is, indeed, too often 
the victim of the forceps. 

The impacted or unerupted tooth carrying 
the short chain streptococcus, constitutes 
the second cause of chronic mouth pathology. 
These teeth often exert pressure upon the 


main trunk nerves, affecting the central 


nervous system. A great many chronic an- 
trums have their origin from impacted third 
molars and devital teeth’. 

Residual areas we will class as the third 
pathological cause, such as pieces of root, 
cysts, granulomas, and necrosis. Boyd Gard- 
ner, of the Mayo Clinic, finds that 33 per 
cent of the edentulous mouths carry areas of 
infection’, suggesting strongly the advis- 
ability of checking these edentulous mouths 
with the x-rays. 

The devital, or pulpless, tooth occupies a 
prominent fourth place in this list of chronic 
foci of infection, In this classification is the 


x-ray positive tooth and the x-ray negative 
tooth. The x-ray positive tooth shows by the 
radiogram a rarefied area in the apical re- 
gion. Practically all authorities in both our 
professions agree that this tooth is infected 
and should be removed. I should like to say, 
however, that not all teeth with the rare- 
fied apical area are devital. They may be in 
occlusal trauma and need periodontal treat- 
ment instead of extraction. But what about 
the proverbial and much discussed x-ray 
negative tooth without the black spot in the 
apical area? Let us not forget that the x-ray 
has limitations and that this tooth may be 
possessed of granuloma or cyst which may 
be hidden behind a root, a mass of bone such 
as the malar, or a layer of condensing oste- 
itis, and not shown in the radiogram’. Wes- 
ton Price” says we have the good healthy 
individual capable of throwing up a defense 
around an infected tooth root as manifested 
radiographically by a rarefied area, and also 
the patient with low defense who cannot 
wall off the infection, permitting bacteria 
and toxins easy access to the blood stream. 
This is the x-ray negative tooth. 

Haden” cultured six hundred x-ray posi- 
tive teeth and found 62.8 per cent had ten 
or more colonies, as compared to 46.2 per 
cent of the x-ray negative teeth. The pre- 
cominating organisms found in and around 
infected devital tooth roots are the strep- 
tococci and diplococci, mostly green-produc- 
ing or viridans, the same that are found in 
the heart, kidney, joint, muscle and nerve 
lesions”. Degenerative diseases suffered by 
human beings have been produced in animals 
by cultures from x-ray negative teeth. 

This is convincing evidence that the x-ray 
negative tooth might be an even greater 
health hazard than is the x-ray positive 
tooth. And this is the light in which practi- 
cally all authorities see it today, they believe 
when dealing with health problems and 
theorizing upon whether or not to remove a 
non-vita!, x-ray negative tooth, that it is 
always safer to give the patient, not the 
tooth, the benefit of the doubt. Is this not in 
line with the removal of the tonsils when the 
patient is suffering from disease thought to 
be focal in origin, even though no fluid pus 
can be expressed from the crypts? 

When a physician refers a patient to a 
dentist, he wants dependable information re- 
garding the mouth condition and the pos- 
sibility of its being a factor in the patient’s 
physical debility. In order to furnish this 
information, there should be a complete 
radiographic examination, consisting of four- 
teen to twenty films correctly exposed, de- 
veloped, and mounted, in order that they 


NE 483 

er 

ths 

to 

ns, 

ye- 

eS 

nd 

lis 

ly 

al 

1e 

st 

le 

ld 

1- 

y 

d 

1 4 


484 


may be studied for root canal fillings, apical 
bone changes, alveolar crest absorption, 
thickened membrane, pulp modules, over- 
hanging crowns and _ fillings, caries, im- 
pacted, unerupted and supernumerary teeth, 
roots, residual areas and pyorrhea pockets. 
All teeth not shown by the x-ray to be de- 
vital should be given the vitality test. In 
my opinion, the electric pulp tester is almost 
as valuable in mouth diagnosis as the x-ray. 
Next, in a clinical examination we note con- 
dition of soft tissues, abnormal growths, 
depth of pyorrhea pockets, mobility, labial 
and lingual bone absorption that does not 
register on the radiogram, pus exudate, as 
well as tooth brush habits. Due to the pre- 
valence of Vincent’s infection and its rapid 
onset, all suspicious cases should be at once 
put on anti-Vincent’s treatment or be given 
a mycroscopic examination. .Case history, 
both past and present, oral »and systemic, 
should be properly recorded, with the other 
findings. I have found blood pressure and 
hemoglobin can be used as a guide by the 
dentist in determing advisability of medical 
consultation. Low blood pressure is long ex- 
isting chronic foci of infection is the rule, 
and it can also be used by the physician as 
a guide in calling upon the dentist for oral 
examination”. 


Having available all this data, a reliable 
diagnosis, prognosis, and treatment should 
be correctly determined. 


Concluding, we should like to urge closer 
cooperation between dentists and physicians, 
that we may take advantage of the oppor- 
tunity offered today to prevent and elimin- 
ate suffering and by so doing prove worthy 
of the confidence imposed in us. 
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OPEN REDUCTION IN THE TREATMENT 
OF FRACTURES, SELECTION OF 
CASES, TYPES AND METHODS 
A. C. CARLSON, M. D., F. A. C. S. 


Chief Surgeon United Verde Copper Co., 
Jerome, Arizona 


(Before the Regional Conference of the Arizona 
Subcommittee of the Committee on Fractures, of 
the American College of Surgeons, held at Prescott 
July 11,°1931). 

In attempting to discuss the subject given 
me, we shall be able to touch only some of 
the outstanding points. 


Dr. Scudder, Chairman of the American 
College of Surgeons’ committee on the treat- 
ment of fractures states: “Today, operative 
treatment of fractures has come to a point 
where, in’certain hands and for certain 
cases, it is the best treatment and, in many 
instances, it is the first treatment of 
choice.” He also states that the general feel- 
ing is that yeu can handle fractures when 
you have time. This is bad judgment, for 
every fracture-is an emergency. Several of 
the men here have had the profitable pleas- 
ure of taking Dr. Scudder’s course on frac- 
tures. Two years ago, when some of us were 
there, we noted from their statistics on the 
series of cases presented that 20 per cent 
of simple fractures were operated upon. Dr. 
Sherman of Pittsburg, with his excellent 
technic and team work in his clinic, operates 
a large percentage of all his fractures. Dr. 
Lambert, father of operative treatment for 
fractures, never uses skin traction because 
the skin may become excoriated and be un- 
safe for surgery. Dr. Lafferty of Detroit, 
opens, reduces the fracture, sutures the fas- 
cia, places in plaster, but does not place any 
internal] fixation. All of them, with perfec- 
tion in their individual technic, get good 
results. 


Aside from the stimulus of Dr. Scudder’s 
statement, there are certain indications for 
open reductions, It is a known fact that the 
more perfect the anatomical result attained, 
the more perfect will be the functional re- 
sult. However, by avoiding shortening, an- 
gulation, and rotation, the functional results 
should be good, providing the proper care of 
early joint motion is given. 

There are certain indications for open re- 
ductions where it is impossible by other 
methods to get a perfect functional result: 

(1) Fractures that are impossible to re- 
duce properly by any of the closed methods. 
Some adherents to the closed method will 
say there are none; however, there are cases 
where muscle is interposed between the frag- 
ments and again more cases where intact 
periosteum lies between the fragments. In 


| OC" 

thes 

sur} 

one 

per 

duc 

duc 

tur 

me! 

fra 

ope 

( 

Thi 

ciu 

ligt 
is 

pec 

dle 
( 

wit 

cas 

ope 
( 

me. 

tiol 

the 

ter 
con 

bec 

of 

ext 

tin 

pec 

adi 
cov 

fin 

thi 

mu 

Fr 

joi 

7 
Th 

to1 

con 

on 

be 

tu 


OCTOBER, 1931 


these latter cases, the outer nonosteoblastic 
surface of the periosteum is in contact with 
one fragment, and you not only can not pro- 
perly reduce, but you will not get union. 

(2) Cases in which the fracture can be re- 
duced, but it is impossible to hold it re- 
duced. This is true in certain oblique frac- 
tures and oblique fractures with loose frag- 
ment. With some authorities, in oblique 
fracture of both bones of lower extremity, 
open reduction is immediately advised. 

(3) Cases of non-union or delayed union. 
This is due, possibly, to a deficiency of cal- 
cium or intact periosteum. An over exten- 
sion of the distal fragment, permitting day- 
light between the fragments for some time, 
is another cause for non-union. This is es- 
pecially true in transverse fractures of mid- 
dle third of the humerus. 

(4) Fractures of one bone of the forearm 
with overriding of the fragments is, in most 
cases, impossible to reduce and must be 
operated. 

(5) Supracondylar fractures of the hu- 
merus with marked swelling caused by in- 
trinsic pressure from bleeding, is an indica- 
tion for open reduction. These cases in which 
there is marked tension, even without in- 
terference of the radial pulse, may become 
complicated with Volkmann’s contracture, 
because, after the fracture is reduced, it is 
necessary to place the arm in such a position 
of flexion that the pressure is increased by 
extrinsic means. This same fracture some- 
times presents evidence of nerve injury, es- 
pecially of the musculospiral. Our authorities 
advise us that sometimes the nerve re- 
covers and function is restored, and for this 
finding alone, operation should be delayed. 

(6) Transverse fractures of the middle 
third of the humerus very often result in 
non-union. A large percentage of these cases 
must be operated. 

(7) Most cases of fracture of upper third 
of the humerus in children are operated. 
Fractures of the anatomical neck of the 
humerus, where the shaft perforates the 
joint capsule, are in many cases impossible 
to reduce and open reduction is necessary. 

(8) Fracture of the neck off the femur. 
This usually occurs in old patients. The con- 
dition of the patient being the primary fac- 
tor, there is no hurry to operate. 

(9) Fractures of vertebrae with partial 
cord injury, or where symptoms of pressure 
on cord comes on after time of injury, should 
te operated ; a!so, markedly compressed frac- 
ture of vertebrae without cord disturbance. 

(10) Pathologic fractures following bone 
cyst with overriding, must be operated. 


(11) Compound fractures. We do not mean 
the ones with very small opening in skin 
and comparatively little injury to soft tis- 
sues, but those with open wound, with bone 
or bones sticking out or exposed. These 
cases, when seen within six hours after in- 
jury, can be operated and closed without 
drainage. Do debridement and reduce, fix 
fragments with some absorbable material 
such as heavy chromic gut, kangaroo tendon, 
or fascia lata. 

Beyond this, when to operate depends, 
primarily, upon the condition of the patient 
and, secondarily, upon the judgment of the 
surgeon. Fractures present so many differ- 
ent pictures that the surgeon must make his 
decision with the patient’s interest in mind, 
selecting the procedure that will give the 
best anatomical, functional, and economic 
results, with the shortest period of disability. 

Dr. Scudder gives several postulates which 
I will enumerate: 

(1) The procedure must be with the high- 
est degree of safety to the patient. 

(2) A surgeon and assistants should be 
skilled in this treatment. 

(3) They should have proper instruments 
and appliances for procedure. 

(4) Anesthetist should be skillful. 

(5) Pre-operative, operative, and post- 
operative treatment should be adequate. 

(6) Method chosen should be the one in- 
dicated in the particular case. 

(7) Contiguous joints should be moved as 
early as possible. 

(8) The surgeon is held responsible for 
only the average in his community. He feels 
more should be given. 

The method used in open reduction de- 
pends upon the case. It is true that there 
may be a choice of methods in some cases, 
but, where good fixation can be accomplished 
with absorbable material, it is best to use 
that. 

For transverse fractures of the humerus, 
a plate is best. For oblique fractures, Parhem 
or Collins bands will do good work. Frac- 
tures near the head (intracapsular) kan- 
garoo tendon will hold; as the shoulder joint 
can and should be moved by active motion 
after two weeks and all apparatus removed, 
with the arm free in a sling, at the end of 
three weeks. In supracondylar fracture of 
the humerus, heavy chromic gut or kangaroo 
tendon is best for fixation. 

In ununited fracture of the femur, ends 
should be freshened and strong firm fix- 
ation is necessary ; here a Lane plate is need- 
ed. In fresh oblique fracture of the femur, 
Collins bands do excellent work. For fresh 
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transverse fracture of the femur, use Lane 
plate. For fractures of the patella, fascia 
lata or kangaroo tendon passed through 
drill holes through the bone, suturing the 
fascia with chromic gut. Some use silver wire 
for fixation of bony fragments. In oblique 
fractures of the tibia, use Parham or Collins 
band. In compound fractures of the tibia, as 
well as simple transverse fractures of the 
tibia, use absorbable material, such as kan- 
garoo tendon. For ununited fractures of 
the tibia, use sliding graft. 

For fracture of one bone of the forearm, 
either only reduce and with great care place 
in plaster cast, or use absorbable material 
for fixation, such as heavy chromic gut or 
fine kangaroo tendon. For fracture of the 
neck of the femur usually encountered in 
old patients a three-flanged nail with very 
thin flanges so the least amount of bone is 
displaced, is used. This is by no means a 
simple procedure and should be referred to 
the specialist. For fractures of the vertebrae 
where immobilization is indicated, a bone 
transplant should. be done, fixing at least 
the vertebra above and the one below with 
the fractured vertebra and, still better, two 
above the two below. 


Bone transplants are also indicated in 
cases where union has failed with other 
open methods. 

There has been an effort to replace the 
steel plate with beef-bone plates and screws. 
The failure of beef-bone screws to stand the 
strain, snapping off, makes them unreliable. 

A very important procedure, whether 
treating fractures by the open or closed 
method, is early active motion of contiguous 
joints. In fracture of the femur or tibia, 
where firm fixation has been used, such as 
Lane plate or Collins bands, a plaster cast 
is not used by such men as Sherman or 
Scudder, but it is only fixed firmly in a 
Thomas plint and Balkan frame. Aside from 
the actual surgery of open reduction, there 
are a few points that are very important 
which, thus far, have not been mentioned: 
first, careful skin preparation; second, suf- 
ficient help in surgery; third, careful drap- 
ing, making provisions for a sterile assistant 
to give you the traction and rotation neces- 
sary. Good work can be done on the ordinary 
operating table; however, the Hawley frac- 
ture table is of great importance. 

I tried to recall cases representing these 
different procedures and have brougt some 
x-rays to show. In the small series of open 
reductions that I have done, I have had one 
infected case. This infection did not occur at 
the time the Lane plate was put on, but set 
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in twelve weeks after, when I opened and 
removed the plate. The fracture was of the 
lower third of the femur and in this case I 
first placed the patient in ice-tong traction, 
but he complained so greatly that, at the end 
of a week, I felt something else would have 
to be done and decided on open reduction, On 
removing the Lane plate, he developed an 
osteomyelitis which cleared up but left him 
with complete ankylosis of the knee joint. 
Another unsatisfactory result was a trans- 
verse fracture of the femur which was 
treated in a Thomas splint and caliper trac- 
tion, but with no union other than fibrous. 
An open reduction was done, ends of frag- 
ments freshened, placed firmly together, 
and a six-screw Lane plate put on. The 
wound healed promptly, but again there was 
a failure in union. He was operated again by 
some very good friends of mine, who had a 
similar end result. I feel, and I am sure they 
do, that this patient had a faulty calcium 
phosphate metabolism. 

I cite you these cases as the bad results, 
as well as some of the good results I have 
to show you. 


THE NEW MEXICO MEDICAL SOCIETY 
(Continued from September Issue) 

Dr. M. J. Geyman (Santa Barbara, Cal.) pre- 
sented a paper on “Roentgen Diagnosis of Gastro- 
Intestinal Lesions,’ with lantern slide illustrations, 
stating that “since Roentgen’s discovery there has 
been an increasing value in the use of x-rays in 
diagnostic procedures, which is probably most mark- 
ed in the roentgen studies of the gastro-intestinal 
tract.” He displayed a number of slides showing 
the need for close cooperation between the roent- 
genologist and referring clinician, and presented an 
abstract of a roentgen study of lesions in cases of 
gastroduodenal ulcer. He stated, “This study com- 
prises an evaluation of the so-called compression 
technic, consisting briefly of localized compres- 
sion over the duodenum or the part of the stomach 
under examination, under fluoroscopic observation, 
and the projection of this picture on films. The ob- 
ject is to obtain a detailed study of the duodenum 
or stomach with just sufficient barium content to 
coat the mucosal surfaces. As a result of this pro- 
cedure, lesions are demonstrated more clearly. The 
most certain and important sign of ulcer, the niche. 
can be visualized in as high as 50 per cent of cases 
which present bulb deformities characteristic of ul- 
cer. Also certain superficial mucosal ulcerations 
and the en face type of niche, can be shown with 
great detail and certainty, whereas they might jus- 
tifiably be missed by even a careful roentgen study 
which did not involve the use of this technic.” 

Dr. Curtice Rosser (Dallas, Texas) expressed his 
enjoyment of Dr. Geyman’s paper, but offered the 
suggestion that the proctoscopic examination be 
made before the oral administration of barium. 

Dr. Geyman had nothing to add in the way of 
discussion, but thanked the Society for the privilege 
of appearing before it and for the courteous treat- 
ment he had been accorded. 

Dr. Verne C. Hunt (Los Angeles, Cal.) speaking 
on “‘The Surgical Treatment of Peptic Ulcer,” ad- 
vised that “the surgical procedure of choice for ul- 
cer depends largely on whether the lesion is duo- 
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denal, gastric, marginal or jejunal, and the results 
following surgical treatment of duodenal and gas- 
tric ulcers are best when care is exercised in the 
selection of cases, and when the indications for 
surgery are most definite. Repeated hemorrhage, 
perforation, obstruction, or gastric retention re- 
sulting from duodenal ulcer, represent more or less 
urgent indications for surgical treatment. The most 
satisfactory results incident to the surgical treat- 
ment of duodenal ulcer are those following posterior 
gastro-enterostomy for varying degrees of pyloric 
obstruction. These excellent results led to the de- 
duction that if gastro-enterostomy produced satis- 
factory results when obstruction occurred secondary 
to duodenal ulcer, the same procedure should pro- 
duce similar results when used in non-obstructive 
types of duodenal ulcer, but experience has proved 
such conclusions not well founded. The direct op- 
eration of excision of duodenal ulcer should provide 
a high percentage of good results, and is a proce- 
dure particularly applicable to the bleeding type of 
duodenal ulcer, but unfortunately, in many cases in 
which hemorrhage has been a predominating symp- 
tom, there is so much inflammatory reaction about 
the ulcer in the acute and subacute lesions, or so 
much scarring in many of the chronic lesions, that 
the indirect operation of gastro-enterostomy be- 
comes the procedure of necessity. Also, the direct 
operation is not always applicable to the lesions on 
the posterior wall of the duodenum. The indirect 
operation of gastro-enterostomy has given better 
results when used in cases of old chronic duodenal 
ulcer, with or without obstruction, than when em- 
ployed in those cases of relatively short duration, 
and particularly in young people. The problems 
associated with the surgical treatment of gastric 
ulcer are considerably more complex than those 
in duodenal ulcer. The benignancy of duodenal ul- 
cer is practically absolute, and rarely is primary 
malignancy of the duodenum encountered. Whether 
or not any relationship exists between gastric ul- 
cer and malignancy developing upon an old gastric 
ulcer is a question of great importance and one re- 
garding which there is still considerable contro- 
versy. It is quite probable that most gastric car- 
cinomas are malignant lesions from their inception 
The chief problem relates to the differential diag- 
nosis between gastric ulcer and early operable car- 
cinoma, which frequently may be accurately estab- 
lished only throuch surgical exploration and micro- 
seovic section. To establish the accuracy of diag- 
nosis by such methods necessitates excision of the 
lesion, which may be accomplished by relatively 
conservative or radical procedures. For true gas- 
tric ulcer. the conservative procedures are usually 
the ones of choice, reserving the radical procedure 
of partial gastrectomy for those lesions not suitable 
for conservative surgery.” 

Dr. F. D. Vickers (Deming) asked if duodenal ul- 
cers that recur and then go for months apparentlv 
without symptoms, have healed or if they are still 
ulcers. 

Dr. P. Richards (Albuquerque) remarked that 
this is a rather comprehensive subject and that 
differential points between the peptic ulcer and duo- 
denal ulcer should not be discussed in the same pa- 
per, in his opinion; that a peptic ulcer is invari- 
ably an embrvonic process, while duodenal ulcers 
are a mechanical proposition. He stated that he 
had never sees a true pentic ulcer cured, nor a true 
duodenal ulcer cured, but that duodenal ulcers 
would go along quiescently for years if the patient 
learned to sleep on his stomach. 

Dr. Nathaniel H. Rrush (Santa Barbara, Cal.) 
exvressed the belief that certain tendencies, certain 
rersonalities. play an enormous role in the forma- 
tion of duodenal and gastric ulcers. He referred 
to a personal experience in his own home, and to 
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his worry and concern over this, which forced him 
to live under a great strain, during which a duode- 
nal ulcer developed, for which he had all kinds of 
treatment. As soon as the personal situation clear- 
ed up, the ulcer became better. 

Dr. Hunt, in closing, stated that there are many 
different opinions about this whole subject. A doc- 
tor asked him as to the relationship between ulcer 
and foci of infection, saying that he had an ulcer 
for years and as soon as he had his teeth extracted, 
all symptoms disappeared. “There is a very defi- 
nite relationship between foci of infection and gas- 
tric ulcer. As I stated in my paper, when a diag- 
nosis of duodenal ulcer can be made, in the absence 
of hemorrhage, pyloric obstruction, or perforation, 
that patient is entitled to a thorough trial of medi- 
cal treatment; many of them will respond to this. 
As regards the healing of ulcers, we know that 
many ulcers heal. Frequently autopsy records will 
show death from other conditions, yet showing old 
healed ulcers, to which no reference was made in 
the case history. Dr. Geyman’s paper was a very 
excellent one. His recent observations in this newer 
method of illustrating x-ray findings, particularly 
the niche, in duodenal ulcer, is very gratifying. The 
method he has presented is a very important step 
in the aid of diagnosis.” 

The next paper was by Professor Fred W. Allen, 
Jr., University of New Mexico, Albuquerque, en- 
titled “Resistance and Immunity to Animal Infec- 
tions.” Prof. Allen asserted, “We know that the 
presence of foreign proteins or antigens in the body 
results in the ability of the blood, under certain cir- 
cumstances, to dissolve them if they are not already 
in solution; to cause them to clump or agglutinate if 
in discrete particles or to precipitate them as solid 
particles if they are in solution; to fix or use up a 
constituent of the blood known as complement nec- 
essary for the dissolution of cellular antigens, but 
occurring whenever an antigen and antibody com- 
bine; and to stimulate the leukocytes to a height- 
ened appetite for them and to increase their di- 
gestibility for the leukocytes. We also know that 
under certain circumstances the body is rendered 
immune to injury by them. while in other circum- 
stances it is rendered highly susceptible to them 
when it was unharmed by them before, a condition 
known as anaphylaxis. We also know that when 
an animal in a state of hypersusceptibility to a 
particular protein, injection of that protein into the 
skin causes a characteristic skin reaction; such as 
in the tuberculin reaction and in the injection of 
vollen extracts in the skin of sensitive individuals. 
Just how all of this is brought about is still almost 
as much a mystery now as it ever was, and we 
are almost as much in the dark as to the relation, 
if any, of these various immune reactions to actual 
immunity. Blood immunized against either spiro- 
chetes or trypanosomes shows another peculiarity 
in that the blood platelets adhere to the parasites 
until the latter become laden with them. Erypano- 
somes also acquire the property of attaching them- 
selves to leukocytes, even dead ones, which un- 
doubtedly aids in the process of phagocytosis. Ac- 
quired resistance undoubtedly plays an important 
part in protozoan and metazoan infections, as well 
as in bacterial ones. Such resistance, in the case of 
protozoa. usually takes the form of antagonism to 
the narasites, so that they are unable to make 
headway and produce heavy infections; in the case 
of worms it takes three different forms: (1) resist- 
ance to invasion of the parasites, (2) resistance to 
successful maturine of the parasites after entry, 
(3) resistance to injurious toxic effects.” 


Dr. R. W. Mendelson (Albuquerque) compliment- 
(Continued on page 491) 
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CASE OF PAIN IN RIGHT 
HYPOCHONDRIUM 


(Diagnostic Discussions. ) 


(Case No. 17181, Case Records of Mass. Genl. 
Hospital, from N. E. Jour. of Med., April 30, 1931, 
page 934 


Case Record. 


An Irish laborer fifty-nine years old entered Sep- 
tember 11 complaining of pain in the right side of 
the chest and flank. For six months he had had a 
short morning cough productive of a very little thin 
white sputum. 

Five months before admission when he was in ex- 
cellent health and working hard he had sudden on- 
set of dull aching pain occurring first immediately 
after the noon meal, then after every meal, local- 
ize’ to an area about the size of a palm beginning 
in the epigastrium and extending around the right 
hypochondrium to the midaxillary line two centi- 
meters above the costal margin and four or five 
centimeters below it. It was not related to the kind 
of food or to exertion or change of position. It 
would gradually pass off in about an hour. Al- 
though it distressed him a good deal at times he 
never stopped work. After three weeks it gradual- 
ly disappeared and he felt entirely well for over 
three months. Five weeks before admission his skin 
was slightly yellow. Three weeks before admission 
the pain recurred. He at once stopped work and 
went to.the country fora rest. This time, however, 
the pain persisted, accompanied by marked anor- 
exia. He had grown progressively weaker, his 
weight had fallen from 158 to 140 and he had be- 
come slightly yellower, especially his eyes. For two 
or three weeks his urine had been dark. His ab- 
domen had shrunken. For four days the pain had 
been much more intense and constantly present re- 
gardless of food. With the pain there had always 
been tenderness over the area involved. For the 
past four days this had been intensified. Even a 
deep breath was painful, though not with the catch- 
ing pain of pleurisy. He pointed to the maximum 
point of tenderness well out in the flank and in the 
anterior axillary line. He felt very weak and any 
exertion caused dyspnea. For the past four days 
his morning cough had been accompanied by slight 
nausea. 

His family history was good. 

He had always been healthy and strong. He had 
had scarlet fever in childhood. His habits were 
good. He very rarely used alcohol. 

Clinical examination showed a well nourished 
man with a slight icteric tinge to the sclerae and a 
subicteric tinge to the skin. The nasal septum devi- 
ated to the left. The apex impulse of the heart was 
felt in the fifth space 9.5 centimeters to the left of 
midsternum, 2.5 centimeters outside the midclavicu- 
lar line, the right border of dullness 2 centimeters 
to the right, the supracardiac dullness 4. The 
sounds were of poor quality, the apex and aortic 
second sounds split. There was a systolic murmur 
at the apex. The artery walls were palpable and 
tortuous. The blood pressure was 130/85. The ab- 
domen was distended, tense. The liver dullness was 
four fingerbreadths below the costal margin in the 
right flank. The edge of a mass was felt in the 
right flank four fingerbreadths down, moving with 
respiration. There was tenderness over the mass, 
which presumably was the liver. The left lobe could 
not be palpated. No fluid wave or shifting dullness 
was made out. There was questionable clubbing of 
the fingers. The pupils and reflexes were normal. 

(Note: In presenting the case for discussion, the 
following paragroph was unintentionally omitted; 
hence the remarks in discussion on lack of blood 
reports.) 

Before operation the amount of urine is not re- 
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corded. The specific gravity was 1.038 to 1.020. 
One of three specimens showed sugar and rare 
leukocytes. Blood examination jshowed 4,700 to 
7,900 leukocytes, 56 to 68 per cent polynuclears, 
hemoglobin 60 to 70 per cent, reds - 3,800,000 to 
2,450,000. Two smears showed slight achromia, one 
slight anisocytosis. A Hinton test was negative. 
The stools showed a questionable guaiac at one of 
four tests. The fasting contents of the stomach 
were 10 cubic centimeters of gray watery fluid, 
free hydrochloric acid 6, combined 4, guaiac nega- 
tive. A test meal at half an hour gave 20 cubic 
centimeters of similar material, free hydrochloric 
acid 46, combined 2, guaiac negative. A test meal 
at one hour gave 80 cubic centimeters of similar ma- 
terial, free hydrochloric acid 64, combined 6, guaiac 
negative. The icteric index was 10 to 8. A van den 
Bergh test was too low to read. A liver function 
test showed 25 per cent retention. Before operation 
the temperature was 98° to 100°, the pulse and 
respirations were normal. 

X-ray examinations with a barium meal showed 

the stomach empty at six hours. The head of the 
motor meal was in the cecum. Peristalsis of the 
stomach was vigorous. The first portion of the duo- 
denum was irritable. The cecum showed some spasm. 
The patient complained of tenderness over the re- 
gion of the appendix. The right diaphragm was 
high and slightly limited in excursion. “The find- 
ings in the stomach, duodenum and cecum are ab- 
normal but may not indicate definite pathology in 
any one. Similar findings have n seen in exten- 
sive inflammatory conditions.” At a Graham test 
the outline of a normally filled gall bladder was not 
visible in any of the plates taken. “The findings 
sa consistent wiht disease of the gall bladder or 
iver.” 
(Note:—There is some doubt as to whether this 
test was accurate. The pre-meal plates were poor.) 
a was an apical abscess at the root of a bicus- 
pi 

A medical consultant advised exploratory opera- 
tion. 

During the first five days the abdomen was more 
distended and shifting dullness and fluid wave de- 
veloped. The liver was not so easily palpated as at 
admission, but appeared slightly larger. The pain 
was less and the patient felt better. 

September 15 biliary drainage was done. The 
tube passed easily. There was some cellular debris 
in mucoid element. No cholesterol crystals were 
seen, and no poylnuclears. There were some amor- 
phous patches of golden yellow material but none 
bright and striking. September 18 the abdomen was 
softer. The spleen was easily palpable. 

September 19 operation was done. The patient 
did well for the first two weeks. October 1 a cul- 
ture from the wound showed staphvlococcus albus. 
October 5 there were sticky rales at both bases. The 
other signs were obscured by the surgical plaster; 
no definite evidence of consolidation was made out. 
The abdomen showed moderate distention and a 
large amount of fluid. October 6 the patient com- 
plained of dyspnea and great discomfort from a 
sense of abdominal tightness. An abdominal tap 
gave 2,500 cubic centimeters of intensely bloody 
fluid, specific gravity 1.024; 1,250,000 red cells per 
cubic millimeter, 1200 white cells. Culture showed 
one colony of micrococcus tetragenous. The patient 
was given one cubic centimeter of salyrgan intrave- 
nously. That night he suddenly became weak, pros- 
trated, cold and sweating. The pulse was 150 and 
almost imperceptible. The blood pressure was 70/50, 
the temperature 101°, the respirations 30. Within 
half an hour the temperature was normal, the pulse 
140, the blood pressure 105/70. October 8 the fluid 
had reaccumulated in the abdomen. The patient 
again had sudden onset of weakness and faintness 
with practically imperceptible pulse and a_ blood 
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pressure of 70 (?)/40, both gradually falling, the 
pulse rate 140-170-80. That afternoon the patient 
died. 


Discussion by Dr. J. M. Greer, Phoenix. 


In this case, pain in the epigastrium going around 
to the right flank, in a man of fifty-nine years, 
coming on after the noon meal, which was probably 
the heaviest meal, and later after every meal, dura- 
tion five months with slight jaundice, indicates 
some chronic or slowly developing conditioin or pro- 
cess in the right upper abdomen probably associat- 
ed with the digestive tract or liver and gall blad- 
der. The various conditions to be considered may 
be tabulated as follows: 

Malignancy, somewhere. In a patient of this age 
previously healthy, any slowly developing condition 
with loss of weight and weakness, malignancy some- 
where must always be considered; the anorexia 
could of course account for the loss of weight and 
weakness. 

Malignancy of the stomach, and malignancy of 
the hepatic flexure of the colon. 

Malignancy of the head of the pancreas. 

Malignancy of the kidney or of the suprarenal 
gland (hypernephroma). . 

Of the inflammatory conditions the following may 
be considered: 

Cholecystitis with or without stones, with associ- 
ated cholangitis and hepatitis. 

Cirrhosis of the liver. 

Tuberculosis of the peritoneum. 

Abscess of the liver. 

The x-ray examination, together with the absence 
of definite stomach symptoms, help us to rule out 
trouble in the stomach itself. The vigorous peristal- 
sis and irritability of the duodenum can no doubt 
be accounted for by some condition outside of the 
stomach itself. Malignancy of the colon can be ruled 
out by absence of definite symptoms referable to 
the large intestine as constipation or diarrhea, the 
absence of a history of obstipation and negative 
x-ray findings. The mass felt in that region is 
probably not a mass in the colon. Peritoneal tuber- 
culosis with plastic exudate and mass of the omen- 
tum is possible, but hardly probable in a patient of 
this kind. Cholangitis and chronic appendicitis with 
associated infection of the bile ducts and abscess 
formation in the liver, cannot be ruled out and 
could well account for the increased size of the liv- 
er, the high right diaphragm and the limited excur- 
sion. The remark of the radiologist is significant 
to me. “The findings in the stomach, duodenum 
and cecum are abnormal but may not indicate defi- 
nite pathology in any one. Similar findings have 
been seen in extensive inflammatory conditions.” 
Why is this not an extensive inflammatory condi- 
tion with infection of the gall bladder and biliary 
ducts with associated chronic suppuration in the liv- 
er? We are not given the blood picture nor the tem- 
perature curve in order to help us with this point. 

(See note in history.) This would account for the 
slight heart and blood vessel damage and the icteric 
tinge to the sclera and skin. As to uncomplicated 
cirrhosis of the liver, if there is such a thing, the 
clinical course would seem to rule this out. 

Coming back to the subject of malignancy. It 
does not seem that there has been sufficient loss of 
weight. nor that the jaundice has been intense 
enough to warrant a diagnosis of carcinoma of the 
head of the pancreas. As to hypernephroma, we are 
not given any urinary findings. nor was any kidney 
work suggested. So, in the absence of such data, 
we must rule out hypernephroma even though the 
mass in the right flank might be the kidnev. The 
Graham test ponits toward pathology of the gall 
bladder. In fact this test puts something on the gall 
bladder and liver and this has to be cleared up be- 
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fore we can rule out pathology in these two organs. 
Apparently the medical consultant was not very 
sure of his diagnosis, if he had one, or he would not 
have advised on exploratory operation. It would be 
interesting to speculate upon what was found in the 
abdomen at operation. It is quite evident that sur- 
gery did him very little good. Before operation the 
patient developed a dull and distended abdomen 
with fluid wave which would indicate some stasis 
in the portal circulation, in the absence of edema of 
the lower extremities which he apparently did not 
have. The reason the patient did well after opera- 
tion was perhaps because of the removal of the fluid 
and no doubt the psychological effect. I do not feel 
that anything curative was attempted in a surgical 
way. The fluid that accumulated in the abdomen 
later was apparently a combination of transudate 
and hemorrhage. Just why the salyrgan was given 
I do not know unless it was that they thought there 
was some anasarca and it would be helped by this 
drug. The patient probably died from exhaustion 
and cardiac failure. I do not believe that there was 
enough infection to cause peritonitis and death. In 
fact from the data given it was a cardiac death. 

After the above discussion I should like to venture 
a diagnosis. 

I; Malignancy of the gall bladder and ducts and 
metastasis in the liver. 

II. Cholecystitis, cholangitis and chronic appen- 
dicitis with suppurative hepatitis. 


Discussion by Dr.. Frank J. Milloy, Phoenix. 


The cardinal symptoms in this case are pain in 
the right flank and chest for six months duration, 
ascites, jaundice, and a tumor mass which is either 
the liver, part of the liver, or separate from the liv- 
er and extending into it. And apparently, aside 
from the cardinal signs and symptoms, there are 
no others. The case is conspicuous by absence of any 
laboratory findings or tests except the abdominal 
fluid taken a day or so before death. So it must be 
taken for granted that the laboratory tests were 
negative or not necessary for diagnosis. The x-ray 
reports suggest pathology but are indeterminate. 
Pain of this character, ascites, tumor mass, dura- 
tion six months, is quite a typical picture of malig- 
nancy. About ninety per cent of ascites is produced 
by heart disease, renal disease, cirrhosis, abdom- 
inal malignancy or tuberculous peritonitis. There 
is nothing here to suggest renal or heart disease. 
There is no reason to suspect the right kidney from 
the location of the tumor. The absence of any his- 
tory or temperature curve is against tuberculosis, 
especially in a man of fifty-nine. And I don’t see 
how this can be called cirrhosis. There is no pain in 
cirrhosis. The course of this disease is too abrupt. 
In atrophic cirrhosis, the liver is contracted in the 
stage of ascites and if it were biliary cirrhosis, 
there would be intense jaundice. 

The causes of jaundice are gallstones and mal- 
ignancy. The patient apparently is not as jaundic- 
ed now as he was earlier in the course of the dis- 
ease. Malignant lvmphoma or Hodgkin’s disease of 
the abdomen and thorax cannot be ruled out in this 
case unless we had some evidence of some glandu- 
lar enlargement, temperature curve or some clue 
from the differential blood count which is not giv- 
en. Abdominal Hodgkin’s could produce just such 
a clinical picture, however. 

Other tumors of the liver, as abscess and echino- 
ececcus cysts, are ruled out on the same basis. The 
absence of anv clinical findings or nositive labora- 
tory examinations in the presence of a pain of six 
months’ duration with ascites, icterus and tumor 
mass can scarcely be anything other than malig- 
nancy. The question is to determine the primary 
site. I hesitate to say that it is primary in the liv- 

(Continued on page 498) 
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THE SOUTHWESTERN MEETING 
December 3, 4 and 5. 

The Seventeenth Annual Session of the 
Medical and Surgical Association of the 
Southwest wi!l meet in Phoenix on Decem- 
ber 3, 4 and 5. with headquarters at the 
Hotel Westward Ho, where a!] scientific ses- 
sions will be held. The Program Committee 
has arranged a very attractive series of 
papers, address and clinics. The General 
Program Committee, appointed by Dr. W. R. 
Jamieson, of El] Paso. President of the As- 
sociation, consists of Drs. J. M. Greer (Phoe- 
nix), chairman; Frank J. Milloy (Phoenix), 
James J. Gorman (El Paso), Leroy S. 
Peters (Albuquerque), and Alberto Madrid 
(Torreon, Mexico). The Committee on Lo- 
cal Arrangements and Clinics, appointed by 
by the Maricopa County Medical Society, 
consists of Drs. Fred Holmes( Chairman), 
Fred C. Jordan and Harry R. Carson. Sub- 
committees consists of Drs. J. D. Hamer on 
Hotel and Meetings, R. B. Raney on Enter- 
tainment, Norman Ross on Transportation, 
Orville H. Brown and John J. McLoone on 
Clinics, F. B. Sharp on Publicity and Victor 
Randolph on Finance. 

The Ladies’ Auxiliary of the Maricopa 
County Medical Society have been asked to 
take entire charge of the entertainment of 
visiting ladies, which insures that this fea- 
ture of the convention will be admirably 
managed. 

The order of papers has not yet been de- 
termined, but the program includes the fol- 
lowing: 

“Jaundice,” by Dr. Fred H. Kruse, Asso- 
ciate Clinical Professor of Medicine at the 
University of California, San Francisco. 

“Tuberculosis,” by Dr. Alexius N. Fors- 
ter, Physician-in-Chief, Cragmor Sanator- 
ium, Colorado Springs, Colo. 


“Some Procedures in Thoracic Surgery,” 
by Norman Bethune, Surgical Division of 
the Chest Clinic, Royal Victoria Hospital, 
Montreal. 

“Does the Operative Mortality and Seque- 
jae Justify Operation on Borderline Gall 
Bladder Cases,” by Drs. W. L. Brown and 
C. P. Brown of El] Paso. 

“General Principles in the Management of 
Goitre,” by Dr. Arthur L. Hertzler, Pro- 
fessor of Surgery, University of Kansas, 
Ha'stead, Kans. 

“Intestinal Obstructions with Discussion 
of Diagnosis and the Time Element as a 
Factor in Surgical Relief,” by Dr. Felix P. 
Miller, El Paso. 

“Diagnosis and Treatment of Carcinoma 
of the Prostate,” by Dr. David M. Davis, 
Phoenix. 

“Intestinal Allergv and the Sequelae,” by 
Dr. Virgil G. Presson. Tucson, Ariz. 


“Problems and Management of Intract- 
able Asthma,” by Dr. George Piness, Los 
Angeles. 

“Nephrosis.” hv Dr. Nelson W. Rarker, 
Instructor in Medicine, University of Min- 
nesota. Rochester. Minn. 

“Remarks on Chronic Arthritis,” by Dr. 
Paul Ho'brook. Desert Sanatarium, Tucson. 

“Climate,” bv Dr. Allen K. Krause, Des- 
ert Sanatarium, Tucson. 

“The Effect of Heridity, Environment and 
Early Habits in the Develonment of Per- 
sonality.” by Dr. M. K. Wylder. President 
of the New Mexico Medical Society, Albu- 
querque. 

“Subiect to ke announced,” by Dr. W. A. 
Gekler, Albuquerque. 

“Childhood Tuberculosis,” by Dr. J. Mott 
Rawlings, E] Paso. 

“Use of Insulin as an Adjunct in the 
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Treatment of Tuberculosis,” by Dr. D. L. 
Arnold, E] Paso. 

“Electrocautery in Tuberculosis of the 
Larynx,” by Dr. W. E. Vandevere, El Paso. 

“Extraplueral Pneumolysis,” by Dr. Vic- 
tor Randolph, Phoenix. 

“Subiect to be announced,” by Dr. Ellis 
Jones, Los Angeles. 

“Fractures,” by Dr. W. L. Rogers of San 
Francisco. 

Final program with announcements as to 
clinics and special features will be sent out 
to all doctors in the southwest by the mid- 
of November. 

Hotel reservations may be made direct to 
the Westward Ho, or such other hotels as 
may be preferred, or through Dr. J. D. 
Hamer, Goodrich Building, Phoenix. 


JESSE GEORGE HOLMES, M. D. 


In the death of Dr. J. G. Holmes, of Al- 
amogordo, N. M., a practitioner for twenty 
five years in that state passed from the 
ranks of the profession. His last days were 
spent in the William Beaumont Hospital at 
E] Paso, where his death occurred on Sep- 
tember 28th. Dr. Holmes was born at Ham- 
burg, Iowa on August 2, 1876. After gradua- 
tion from the Hamburg High School in 1894, 
he took his bachelor’s degree from Tabor 
College in Iowa in 1899, and his medical 
degree from Northwestern University in 
1904. He located in New Mexico in 1905. He 
served as captain in the Medical Corps of 
the A. E. F., spending seventeen months in 
France. His body was sent to-his old home 
in Hamburg, Iowa for burial. 


COLORADO’S INVITATION TO 
NEW MEXICO 


In the published minutes of the meeting 
of the New Mexico Medical Society will be 
found an account of the invitation from 
Colorado State Medical Association to the 
New Mexico organization to divorce them- 
selves from the Southwest and affiliate with 
the Rocky Mountain states. The New Mexico 
Society received this suggestion courteously 
and diplomatically, without giving it a great 
deal of encouragement. However, it brings 
immediately to the forefront, some very im- 
portant considerations at a very opportune 
time. 

As we come up to the seventeenth annual 
meeting of the Medical and Surgical As- 
sociation of the Southwest, we should recall 
the fundamental reasons for that organiza- 
tion. It was not that we might have just 
another medical] society, nor that we might 
bring in a program of superior merit for our 
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edification. The primary object, and the 
only real reason the organization has for its 
existence, is that we may cement more 
closely into a professional unit, the know- 
ledge, abilities and accomplishments of the 
medical and surgical practitioners in the 
geographical district which we call the 
Southwest. This is not the first time such an 
approach has been made to the medical or- 
ganizations within this district. When the 
establishment of a medical journal to re- 
present the Southwest was first discussed, 
the suggestion came that it be combined 
with the Texas State Medical Journal. Later 
a direct approach was made to Arizona for 
affiliation with the California journal, along 
with Nevada and Utah. In both of those in- 
stances, and in the present flirtatious ad- 
vance of Colorado, the attempt to divide the 
geographical unit of the Southwest and 
unite some portion of it to areas with which 
we have little common economic or profes- 
sional interest, is illogical. However, it should 
move us to consolidate our professional ef- 
forts, and to give careful thought to the 
medical “front” which we present to the 
observing world. Any particular unit, such 
as New Mexico, Arizona or El] Paso County, 
can easily lose its importance by merger, 
either organic or journalistic, with over- 
whelmingly larger units. Neither Nevada 
nor Utah loom very large in the pages of 
California and Western Medicine. New Mex- 
ico would be just as unimportant in the 
pages of the proposed Rocky Mountain Medi- 
cal Journal. In our own journal, small as it 
is, we have nothing to overshadow us. 

Not only in our own journal, but in our 
regional meeting,—the Southwest gather- 
ing,—we should give careful thought to the 
type of meeting which will be of greatest 
benefit to us. The Program Committee has 
a much wider function than the mere gather- 
ing together of a group of papers, however 
able ‘the speakers may be. The Program 
Committee has the responsibility of present- 
ing an annual pageant of the medical and 
surgical accomplishments of the Southwest. 
The annual meeting should have, as _ its 
prime object, to show the world what we 
have done, and not to bring to our ears what 
has been done elsewhere. 


THE NEW MEXICO MEDICAL SOCIETY 
(Continued from page 487) 

ed Prof. Allen on his paper and thought more at- 
tention should be given to stool examinations, as 
they are just as important, in his opinion, as a 
blood examination, if not more so, and most ac- 
curate diagnoses might be made if this feature were 
carried out. 

Dr. Frank Ridge (Kansas City, Mo.) stated that 
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the subject interested him very much; that he has a 
patient now who came in complaining of hunger 
pains, with history of considerable gastric colic. 
“Stomach seemed to be perfectly normal. On duod- 
enal drainage, however, bile appeared normal ex- 
cept for some mucus flukes. These were alive and 
I have not been able to get rid of them. Following 
the administration of gallbladder extract, they dis- 
appeared for a few days and then returned. We 
have practically no parasitic infections in Missouri, 
at least ‘they are very rare.” 


.Dr. S. L. Burton (Albuquerque) thought this a 
very important subject and that more caution and 
care should be used in stool examinations, believ- 
ing this would result in much better and more ac- 
curate diagnoses. 


Dr. L. S. Peters (Albuquerque) referred to 
Prof. Allen’s comment as to how little is known 
about the mechanism of the duodenum and said 
that he had heard Dr. Rich of Johns Hopkins talk 
on allergy, in which he claimed to have separated 
allergy from immunity and holds that allergy is not 
necessary to immunity but that the two dovetail 
into each other. 


Prof. Allen, in closing, said in regard to stool ex- 
aminations, “I do not believe we can overemphasize 
the importance of stool examinations, the finding of 
eggs and larvae which may help a great deal in the 
diagnosis of the condition, and which is frequently 
overlooked in the greater medical practice. As to the 
scarcity of parasites in Missouri, Dr. Ridge is par- 
tially right, I believe. Probably they are scarce, 
but one reason we may believe them scarce is be- 
cause we have not recognized them. Regarding im- 
munity and allergy, I still regard them as the 
same thing and will at least until more work has 
been done on them. Whether one is necessary to 
the other or not, I do not know. Immunity seems 
to me to be the widest field along bacterial lines, 
if you can call immunity bacteriology. What we 
are going to learn regarding immunity in the 
future is going to far exceed anything we have 
known in the past.” 

The concluding paper of the afternoon session 
was by Dr. M. B. Culpepper (Carlsbad), entitled 
“Septic Sore Throat.” This he defined as “an acute 
infection of the tonsils and throat caused by the 
‘treptococcus group of bacteria and characterized 
by extreme swelling and soreness of the throat, 
enlargement of the cervical lymph glands and 
marked prostration. It is communicable, often ap- 
pears in epidemic form, and is frequently spread 
through milk, But probably the most common cause 
in this country is due to contact—as children con- 
gregated in schools, or people in assemblies—and 
usually when one member of a family is affected, 
several or all of the family likewise have it. Syn- 
onyms are streptococcus angina, epidemic sore 
throat, streptococcic sore throat, glandular fever, 
the most applicable term probably being septic sore 
throat. The incubation period is short, from 1 to 
3 days. The onset is sudden, with malaise, chills, 
dull headache, with rather general pains through 
the entire body and extremities and especially 
around the joints, lasting from 1 to 2 days, after 
which the body pains quiet. Then the soreness of 
the throat becomes a prominent symptom, attend- 
ed with fever and headaches. After a few hours, 
exudate appears on the tonsils, at first greyish to 
a yellowish color, and finally presenting the appear- 
ance of thick membrane, resembling that of diph- 
theria. This membrane is usually situated upon the 
tonsillar surface, not often spreading to surrounding 
tissues. Painful swallowing throughout. Tempera- 
ture rises and sometimes reaches as high as 104’, 


SOUTHWESTERN MEDICINE 


but is usually around 101° and 102°. This lasts 
from 2 to 4 days, about which time the exudate on 
the tonsil disappears. The most important compli- 
cations are enlargement of the cervical lymph- 
nodes, erysipelas, otitis media, broncchopneumonia, 
arthritis, pleurisy, nephritis and endocarditis. Peri- 
tonitis where postmortem shows no evidence of an 
appendicitis or intestinal perforation, is a part of 
the general septicemia. It has been noted in most 
of the epidemiccs and is one of the most frequent 
complications. Under treatment, children who may 
present only mild symptoms should be kept-in bed 
until all constitutional and local symptoms have 
disappeared. Small doses of aspirin or phenacetin 
can be given to relieve the pain and fever. Local 
irrigations of the nose, pharynx and throat, with 
large quantities of hot normal salt solution, are of 
great benefit and not disturbing to the child. Spray- 
ing or directly applying weak solutions of argyrol, 
mercurochrome, gentian-violet, and so forth, is 
of decided advantage in shortening the attack and 
relieving the throat. Older children can gargle with 
mild antiseptics or a saline solution, and the use 
of perborate of soda, or vince. The application of 
warm poultices to enlarged glands is very bene- 
ficial, as well as soothing.” 


In the discussion, Dr. F. D. Vickers (Deming) 
remarked that in Deming last year there were 
more cases of sore throat than he had ever before 
seen and therefore he thought Dr. Culpepper’s pa- 
per not only very timely, but very interesting and 
helpful. 


Dr. C. W. Gerber (Las Cruces) stated that in 
his part of New Mexico septic sore throat is con- 
sidered a formidable disease and that, in his opin- 
ion, medical men should always take cultures of sore 
throats showing the exudate no matter how slight, 
and, where laboratory facilities are not available, 
the cultures should be sent to the State Laboratory. 
In these cases the patient is often very sick and the 
death rate is really a little higher than that given 
by Dr. Culepepper. “We have had a number of 
deaths in Dona Ana County from this cause and 
I should like to urge that cultures be taken in ev- 
ery case of sore throat.” 

Dr. Culpepper, in closing,. said that the death 
rate is probably somewhat higher than he stated 
in his paper; that there might be some complica- 
tions he had not mentioned, and he believed, with 
Dr. Gerber, that a culture should be taken in ev- 
ery case. 

Evening Session. 

The evening session at the Albuquerque Country 
Club, a highly enjoyable smoker, was featured by 
an excellent address by Dr. John W. Amesse, Den- 
ver, Colo., on “William Beaumont, America’s First 
Contribution to World Medicine,’ and thereafter 
was given over to amusements and games, in 
which the members and guests heartily participat- 


ed. 
THIRD DAY, MAY 22, 1931. 
Morning Scientific Session. 

The morning program was opened with a paper 
by Dr. Curtice Rosser (Dallas, Texas) entitled 
“Proctologic Odds and Ends,” which was illustrat- 
ed with lantern slides. In speaking of surgery- 
avoiding office procedures, Dr. Rosser stated that 
he has been using, with uniform success for the 
past four years, intravenous injections of mercuro- 
chrome for that most painful and difficult lesion, 
anal chancroid. “The technic suggested, after au- 
to-inoculation and smear from’ vaccination 
lesion has verified the diagnosis, consists of intra- 
venous injection of increasing amounts of 1 per 
cent mercurochrome, beginning with 3 c.c. The 
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characteristic pain is relieved by the first treat- 
ment, and three to five injections, made at 48- 
hour intervals, clears up the pathology.” The Doc- 
tor continued, “Minor anal lesions may be correct- 
ed after block of the inferior hemorrhoidal nerve 
filaments by peri-anal infiltration with nupercaine, 
and more extensive procedures may be accomplished 
under a low spinal. A special spinal technic use- 
ful in rectal work may be of interest. With the 
idea of limiting the anesthesia to the zone involved 
and reducing the possible decline in blood pressure, 
the patient is given only 25 milligrams of novocaine, 
mixed with spinal fluid, in the sitting position. The 
resulting anesthesia is exactly that obtained by the 
caudal block formerly used, and in the fifty min- 
utes available, practically any necessary work 
may be done. No fedren is needed unless the in- 
itial blood pressure is 100 mm. or lower. Block 
anesthesia has been found extremely helpful in the 
extraction of large foreign bodies impacted in the 
rectosigmoid. Among my cases, a sauce bottle and 
an electric light globe were easily removed with- 
out severing the sphincters, removing the coccyx, 
or laparatomy procedures—reported by various ob- 
servers as necessary in similar emergencies—by 
means of the very complete relaxation afforded by 
caudal or spinal anesthesia. Smaller objects such 
as beef bones, enema tips, thermometers, to select 
three examples from my own experience, are best 
removed through the proctoscope.” 

Dr. H. A. Ingalls (Roswell) asked in regard to 
the differentiation of spinal anesthesia and block 
anesthesia. 

In closing, Dr. Rosser mentioned forms of block 
anesthesia as chloral anesthesia and some form of 
spinal anesthesia, as used in the extraction of for- 
eign bodies. 
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Dr. R. E. McBride (Las Cruces, N.M.), in a paper 
on “The Serum Treatment of Lobar Pneumonia,” 
brought forth that concentrated antipneumococcus 
serum is_ specifically indicated in all cases of 
pneumonia due to type 1 pneumococcus; that the 
average dose shoul: be between 50,000 and 100,000 
units in the first twenty-four hours; that the serum 
should be administered as soon as the positive diag- 
nosis is made; that the earlier the diagnosis the 
better the chances for good results; that the anti- 
serum is markedly free of untowards results when 
properly administered, but the high cost of the 
serum markedly limits its usefulness. 

In discussion, Dr. F. D. Vickers (Deming) re- 
ferred to vaccines, stating that he had found in- 
fluenza vaccine not good for anything except 
pneumonia, in which he had obtained very favorable 
results. 

Dr. McBride, in closing, regretted that he did 
not have time in his paper to go into the question 
of vaccines, but thought that anything that will re- 
duce the mortality from 31 to 20 per cent, as shown 
by use of concentrated antiserum, is worthy of con- 
sideration. 

Dr. P. L. Travers (Gallup, N.M.), in a paper on 
“Tribromethylalcohol Anesthesia,’ presented as his 
conclusions: “Anesthesia can be induced with 
tribromethylalcohol in .an almost ideal manner. 
Convalesence is mroe comfortable and there is 
less nausea and vomiting than with other general 
anesthetics. In our opinion, tribromethylalcohol 
has a definite place among the anesthetic agents 
now available. A review of the foreign literature 
leaves one confused, if an effort is made to evalu- 
ate tribromethylalcohol as a general anesthetic. 
When used alone for deep anesthesia, its use is at- 
tended with danger, but when used as a basic anes- 
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thetic, it is probably one of the safest agents for 
enesthesia. We feel that the use of tribromethyl- 
alcohol with gas or novocaine combines, in the high- 
est degree, excellence and safety in anesthesia. We 
stress the fact that no anesthetic is absolutely safe, 
and the same precautions should surround the ad- 
ministratton of tribromethylalcohol that attend 
the use of any other anesthetic. Carelessness will 
ke penalized by morbidity and mortality. A con- 
scientious regard for the safety of the patient de- 
mands the services of a well-trained anesthetist in 
every major operation.” 

Dr. W. H. Woolston (Albuquerque), in discussion, 
stated that personally he had never used tribrom- 
ethylalcohol, but had talked to men who have used 
it and they did not appear very enthusiastic over 
it. “Anything that would improve the type of an- 
esthesia would be very welcome. Many people with 
tuberculosis cannot undergo’ general anesthetic. 
Spinal anesthesia has come back into use again 
and, as far as my experience with it is concerned, 
it is very satisfactory. Sodium amytal has been 
used but resolves itself into a preliminary anes- 
thetic.” 

Dr. F. D. Vickers (Deming) stated that he had 
used tribromethylalcohol and was most favorably 
impressed with it; however. it is not entirely free 
from danger. He mentioned one case in which he 
did not give a full dose and. before the operation 
began, the patient stopped breathine. It was 
necessary to give artificial respiration. “She finally 
came back, but we did no operation.” He had the 
same experience with ether in a_ tonsillectomy 
case. He believes that tribromethylalcohol is a good 
thing, but advises care when giving a full dose. 

Dr. E. F. Frisbie (Albuqueraue), asked how 
tribromethylalcohol compares with sodium amytal. 

Dr. Travers, in closing, stated that he believed, 
if Dr. Woolston would give tribromethylalcohol a 
trial, he would be pleased with the results; that, 
twenty minutes after its use. the patient is sound 
asleep. Sodium amytal will not put one to sleep so 
easily. 

Dr. Carl H. Gellenthien. Medical Director, Val- 
mora Sanatorium, Valmora. N.M.. in “A Resume 
of Diet Therapy,” gave interesting and valuable in- 
formation as to diet, mentioning among other dis- 
eases: 

“Diabetes: One of two procedures is indicated. 
First: An attempt should he made to cut down the 
potential glucose in the diet. and it should be re- 
membered that protein and fat will give mlucose. A 
normal diet can be given and the deficien-y made 
up with insulin to take care of the carhohvdrote, 
and to keep the urine sugar free. The dict, or in- 
sulin, must usually be kept up forever. 

“Obesity: High carbohydrate and fat should be 
left out and green vegetables of 5 per cent carbohy- 
drate group, as lettuce, cucumbers, spinach, aspara- 
gus, sauerkraut. celery, tomatoes, cauliflower, egg- 
plant, string beans, should be supplemented. 

“Underweight: The diet should be » rormal 
diet, plus carbohydrates and fats, as milk, sugar, 
frosted cakes, cheese and crackers, peanu‘-butter. 
It is interesting here to note that obese patients 
seem to be better satisfied with three regular 
meals, rather than frequent feedings. 

“Spastic Constipation: This should be a normal 
diet, except that the roughage or cellulose is brok- 
en up by cooking and the fruits, and so forth 
pureed. 

“Atonic Constipation: The diet should be a nor- 
mal one plus increased vegetables and fruits. Green 
vegetables, or roughage, at supper helps for a 
bowel movement in the morning. 


_ fruit and vegetables. 
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“Stomach Ulcers: This diet should be similar to 
the one used for spastic constipation, the attempt 
teing to prevent mechanical irritation. Vitamins B 
and C are important and in order to be sure that 
they are plentiful, strained diluted orange juice 
and dried yeast should be taken. 

“Pernicious Anemia: A normal diet plus large 
amounts of liver. The liver must be kept up for- 
ever. 

“Secondary Anemia: A normal diet with plenty 
of eggs, red meat and vegetables. 

“Kidney Disease: 

“Nephritic: A normal diet but limit the salt, and 
the proteins should be low. Never give a nephritic 
a salt shaker at the table. 

“Nephroses: Give a high protein diet. 

“Pregnancy: A normal diet with plenty of milk, 
Milk supplies calcium, phos- 
phorus, and a good quality of protein in addition 
to the vitamins, and so forth. One should have a 
quart of milk in addition to the normal diet daily. 

“Ulcerative Colitis, Dysentery, Diarrhea: The 
diet should be low in roughage, that is, fruits, 
vegetables, whole grains, cereals, bread. Should 
have liver, strained orange juice, strained fruits 
and vegetables. Proteins should be increased with 
eggs, meat and cheese. Fat and_ carbohydrates 
should be decreased. Sugars ferment and form 
gas. Avoid tea and coffee. spices and foods that 
are either too hot or too cold. 

“Allergy, Hypersensitiveness, Idiosyncrasy: The 
diet should consist of rice, beef, butter and sugar 
for a few days until symptoms are gone. Then 
gradually add other articles and watch for symp- 
toms. 

“Conclusions: In computing diets it is best to 
determine first the normal and then add or sub- 
tract individua] items as necessary for the case 
under consideration. The caloric requirements 
need not be calculated to a nicety, and from the 
practical standpoint, the normal daily diet for an 
adult should contain one pint of milk, two serv- 
ings of green vegetables, one raw, one serving of 
fruit, raw, two servings of protein foods and of 
foods from the carbohydrate and fat group..” 

In discussion, Dr. Curtice Rosser (Dallas, Texas) 
thought Dr. Cellenthien’s paper a well balanced one 
and that “some very imnortant scientific investiga- 
tions have been made along the lines of diet, but 
along with them there has been a hook-up of com 
mercial interests so that the question of diet has 
become as much of a commercial item as Christ- 
mas is with the devartment stores. This has re- 
sulted in everyone being put on some kind of a 
diet, whether sick or well. What is good for the 
king’s horses is not necessarily rood for the king’s 
men, so what is good for some is not so good 
for others. A cigarette comnany advertises smoke 
cigarettes and eat less sweets. Now the Texas 
Legislature has put a tax on cigarettes, so we will 
have to go back to sweets. All these fads are not 
accomplishing anything except perhaps that our 
patients are getting too much dieting and we are 
going to be forced to fight these silly fads and keep 
them down.” 

Dr. R. O. Brown (Santa Fe) expressed his en- 
joyment of Dr. Gellenthien’s paper and thinks there 
is a. great deal of misapprehens‘on as to what to 
do when we put food in our mouths. The greatest 
errer is not in eating insufficiently, but in very 
frequently eating far too much. He complimented 
the important work done by Dr. Sansome at Santa 
Barbara Hospital in connection with food reaction. 

Dr. S. L. Burton (Albuquereue) announced his in- 
terest in the paper and in Dr. Rosser’s talk, and 
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thought that the doctors are all guilty of doing Dr. R. O. Brown (Santa Fe) offered a Resolution 
what should be done—assisting their patients to thanking the Bernalillo County Medical Society, the 
diet—but that judgment should be used in show- Program Committee, the Entertainment Commit- 
ing them what to eat and in what proportion. tee, the Committee on Arrangements, and, in ad- 

Dr. Gellenthien, in closing, related several inter- ‘ition, the management of the Alvarado Hotel, the 
esting anecdotes in connection with food fads of ™embers of the press and the management of the 
bygone days. Franciscan Hotel, as also the Ladies Auxiliary, for 

The concluding paper on the program and of the very cordial hospitalities extended and courte- 


the session was one by Dr. R. A. Duncan (Amarillo, ‘i¢s shown the members and visitors, which as- 
Texas), entitled “Chronic Frontal Sinusitis.” Dr. ‘ured success for the meeting. Unanimously car- 


Duncan declared that “a thorough knowledge of ‘Tied. | 
pathology is essential in this disease, my it is Motion was made and seconded that a letter be 
the basis of understanding its symptomatology and Written to every man on the program who pre- 
treatment. The surgeon who expects to cure his pared a paper for the meeting, thanking him for 
sinus cases by surgery alone will be doomed to is attendance and part in the proceedings. F 

much disappointment. Surgery is necessary in Dr. R. O. Brown (Santa Fe), expressed the opin- 


many cases, but a knowledge of the endocrine sys 
tem, whether the case is allergic or not, and the 
administration of proper foods, particularly the 
vitamins, A, B and D, is also highly essential, for it 
has keen definitely proved by observers that a cure 
cannot be brought about by surgery alone, nor by 
hgienic measures alone, but the two when properly 
combined will in most instances effect a cure.” 

In discussion, Dr. S. D. Swope (F1 Paso), referred 
to an experience he had many yerrs ago in doing 
an operation for frontal] sinus. The patient ‘had 


MEN ARE NOT 


complained of trouble in the head over one eye and 

diagnosis of frontal sinus had been made and Dr. IMMUNE 
Swope called in to onerate. The brother of the 

patient was 2 minister and insisted upon prayer 

before the operation. The trenhine did not work XCESSIVE perspiration does not search out its 
very well and. rather than swear in front of the victims by sex. Men just as often suffer from its 
minister, Dr. Swope began to whistle. The op- discomforts as women. This is especially true of 
eration completed, an uneventful recovery followed, hyperidrosis of the axillae, hands and feet. 

but in due course Dr. Swope heard tat the min- The physical discomfort and social implication of 
ister had characterized him as the hardest hearted excessive perspiration are equally distressing to men 


man he had ever met. in that he bored a hole in d 
his poor brother’s head and just whistled about it aS 


"i a had nothing to add in closing the NONSPI 


discussion. Thrs ended the scientific session. (AN ANTISEPTIC LIQUID) 
GENERAL SESSION. 


A meeting of the veneral session was held imme- checks the perspiration and prevents the odor, too. It 


diately following adiourment of the scientific ses- necds to be applied only once or twice a week to those 
sion, President Wylder presiding. After call to parts of the body not exposed to adequate ventilation. 
order, the secretarv’s renort. including a resumé Trial supply gladly sent to physicians on request. 


has been published in fnll in the minutes of the YES, Id like to try NONSPI. Please send me a free trial supply. 
meetings). was read and adonted. 

The President read letters from the Texas State 
Medical Association and Potter County Medical So- 
cietv. urgine that members attend the meeting of — City 
the Texas State /<cociation to be held in Amarillo THE NONSPI COMPANY, 117 West 18th Street, N.Y. City 
Texas, in May, 1982. 


Modernly equipped for the care 
and treatment of tuberculosis in 
all stages. Rates $20.00 per week 
and up. Nurses care and medical 
attention included. Write for de- 
scrivtive booklet. 


A. D. LONG, M. D.. 
THE LONG SANATORIUM Medical Director 


EL PASO, TEXAS. 
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ion that it would be best to let the proposed Basic 
Science Act go for the present and bring it up at 
some future time when conditions seemed more 
favorable. 

President Wylder, in closing the session, thanked 
the members of the Society for their participation, 
the interest taken and aid rendered, both at the 
meeting and during the year. 

Adjournment sine die at 1 p. m. 


CASE OF PAIN IN RIGHT 
HYPOCHONDRIUM 
(Continued from page 489) 


er. In this case it would be cystadenoma which 
would produce markedly enlarged liver with ascites 
and mostly negative findings otherwise, but as a 
rule runs a much more insidious course. The preop- 
erative diagnosis must have been malignancy. The 
primary sites could be as follows: Gallbladder, 
pylorus, the head of the pancreas, colon or the right 


ung. 

This could easily be primary carcinoma of the 
right lung or right pleura because the very cnset 
of the disease was marked by cough, sputum and 
pain in the right chest and flank. Pleural pain is 
often referred into the flank and the abdominal tu- 
mor mass may be the result of a metatasis into 
the liver. Most of the evidence is against malig- 
nancy of the pylorus or pancreas, although the in- 
definite indeterminate, not negative x-ray report, is 
certainly most suspicious of gastro-intestinal mal- 
ignancy. 

One thing not fully explained is the enlarged 
spleen which I presume they mean when they say it 
is easily felt. This is suspicious of cirrhosis, Hodg- 


kin’s Banti’s, or some blood dyscrasia, but it can- 


also be produced by extensive hepatic malignancy 
which might produce a thrombosis of the splenic 
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vein and result in splenic enlargement. I think that 
must be the case here. The failure of the gall blad- 
der to outline is positive evidence of gall bladder 
disease which might be the original site of the car- 
cinoma, but there is no way to prove it except by 
operation or autopsy. 

I am unable to decide whether this carcinoma is 
primary in the right lung and pleura, in the gall 
bladder, or in the ascending colon. But on account 
of the onset of pain in the right flank and more or 
less associated with the gastro-intestinal tract, as 
coming on just after dinner the first time, and lat- 
er, after every meal and the abnormal x-ray find- 
ings in the cecum, swing the evidence a little more 
in favor of the cecum and ascending colon as the 
primary site. This patient must have had positive 
occult blood in the stools and quite a marked sec- 
ondary anemia along with his loss of weight. 


Discussion by Dr. Loren C. Barlow, Phoenix. 


This patient comes in complaining of pain in his 
right upper quadrant referring to his right flank 
and back. Noticed 5 months before admission, came 
on suddenly. After short time it gradually disap- 
peared and then he felt well for three months. 
Then a short time before admission had recurrence 
of above pain, enlarged liver with questionable 
mass in right lower border of liver which was ten- 
der, and apparently the entire liver was tender. 
High diaphragm and pain over this area when he 
teok a deep breath. Temperature not high but did 
run a little. X-ray of gallbladder showed no out- 
line. X-ray of gastro-intestinal tract showed hy- 
permotility with tenderness over cecum. His rap- 
id decline during last three weeks with extreme 
toxemia associated with jaundice, tender liver, which 
was apparently getting larger, certainly would in- 
dicate to me some inflammatory process within liv- 
er or between the liver and diaphragm. Following 
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laparotomy patient felt well for a few days, when 
he had internal hemorrhage. The fluid obtained by 
tapping showed high red and high white counts. 
Certainly in a man 59 years of age with a mass 
in the liver, jaundice, cough, pain ni right upper 
quadrant, we might think of a malignancy involv- 
ing the liver primary in gallbladder or perhaps 
primary in some other point such as the pancreas. 
I think process is too acute, toxemia too extreme 
and the decline too rapid to blame this on a mal- 
ignancy. To me the findings are in keeping with 
inflammation process centered in the liver. The 
tender liver, jaundice, high diaphragm, tempera- 
ture, would all be in keeping with a liver abscess 
or a diaphragmatic abscess. I think the toxemia 
here is sufficient to account for his cardiac decom- 
pensation and kidney disturbance. His morning 
cough may mean nothing and still it may mean that 
the lung is involved in the same process that is tak- 
ing place in his liver. 
Final diagnosis: Liver abscess. 


Discussion by Dr. Robert S. Flinn, Phoenix. 

The presenting symptom in this case is one of 
hepatic enlargement. The commonest tumor of the 
liver is that due to carcinoma. If we were to diag- 
nose this case, then, on statistical grounds we 
should unhesitatingly say that this patient had a 
cancer of the liver. Is it primary or secondary? 
Primary carcinoma of the | ver is rare, and is al- 
most always associated with cirrhosis. The symp- 
toms of pain, ascites, jaundice, and enlargement of 
the spleen would fit the present case nicely. If 
this patient is suffering from secondary cancer of 
the liver we must hazard a guess as to the location 
of the primary growth. Is it in the stomach, gall- 
bladder, colon, rectum or esophagus? We have a 
history of gastric disturbances and it is quite pos- 
sible that a malignant growth high up on the pos- 
terior wall of the stomach might have been over- 
looked at the x-ray examination. If the enlarge- 
ment of the liver were due to secondary carcinoma 
one should be able to feel the nodules. One should, 
also, not expect to feel the spleen. 


The history tells us very little with regard to 
fever, leukocytosis or urine. It would be interesting 
to know if fever and leucocytosis were present. It 
might lead one to make a diagnosis of liver ab- 
scess. However, with no record of fever or oy 3 
tosis and especially in the presence of ascites a di- 
agnosis of liver abscess cannot be made. For the 
same reason the absence of fever and leukocytosis 
rules out a portal thrombosis. One should also men- 
tion all rare conditions such as actinomycosis, mul- 
tiple small abscesses, and so forth. The question of 
a tertiary syphilis must be considered. It fits this 
case nicely except that we have neither history nor 
laboratory findings to substantiate this diagnosis. 


The findings of enlarged liver with ascites sug- 
gests portal cirrhosis. Contrary to common belief, 
the liver is often markedly enlarged in portal cir- 
rhosis. This patient had an enlarged liver and evi- 
dence of portal obstruction. The other findings in 
cirrhosis such as dilated venules, hematemesis, and 
so forth, are lacking. One must also mention gall 
bladder carcinoma as a cause for this patient’s 
condition. 


It seems to me that the diagnosis rests between a 
cirrhosis and a malignancy. If we had a urine 
examination we might think of a hypernephroma 
but we have nothing upon which such a diagnosis 
could rest. 


DIAGNOSIS: Carcinoma of the liver,—primary 
source undetermined. 
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Discussion by Dr. Richard C. Cabot. and 
Dr. George W. Holmes, Boston. 


Dr. CABOT: Of course we think of disease in the 
liver or the stomach. We might be thinking of the 
pancreas, but in the absence of a palpable tumor 
and of marked jaundice we have so far no evidence. 
So I should think chiefly stomach and liver so far, 
taking the liver to include the gall bladder. At his 
age malignant disease is always the first thing we 
think of. 

From the heart measurements we are rather du- 
bious whether there is any evidence of enlargement. 
There certainly is not much. 

The fact that the sounds were of poor quality 
and the apex and aortic sounds were split has no 
special significance. The systolic murmur at the 
apex also is nothing we can use for diagnostic pur- 
poses. 

If this questionable clubbing of the fingers is 
really present we should expect that the trouble 
had been going on longer than we should otherwise 
suppose. 

Except for the sugar and rare leukocytes I take 
it the urine was negative and can be taken as 
throwing no aspersions on the kidneys. 

The blood examination is within normal limits. 
There is nothing there to show any evidence of 
gastric disease. 

Twenty-five per cent retention by the liver 
function test ought to mean organic liver disease. 

Have you anything to add, Dr. Holmes, in com- 
ment on what was said of the x-ray examination? 

DR. HOLMES: I would agree pretty much with 
what has been said, that is in regard to the very 
indefinite findings. Spasm and irritability in the 
gastro-testinal tract might be due to a number 
of causes. The Graham test, when we fail to get 
the gall bladder, provided no mistake is made in 
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carrying out the technic usually means disease of 
the gall bladder or limited liver function. To be sure 
of it I think it always ought to be done twice, par- 
ticularly in the Outpatient Department, where the 
patient does not always carry out instructions. 

DR. CABOT: The x-ray evidence, .then, points 
to the liver rather than the stomach. It does not 
point to any other organ we can name in that vicin- 
ity, not to the kidney or the colon. So it seems to 
me it comes down to a_ differential diagnosis of 
chronic diseases of the liver on which we may get 
further light as we go on. 

The additional evidence we have while he was in 
the ward is of a shifting abdominal dullness. That 
points toward stasis and is good evidence of ascites. 

Differential Diagnosis 

Before we come to the operation we ought to com- 
mit ourselves as to what we think will be found. 
We have to consider in our differential diagnosis 
diseases causing enlargement of the liver with pain 
in a man fifty-nine with evidence of destruction of 
liver tissue or lack of function (the liver function 
test). There is practically no fever and norma] pulse 
and respirations, so that there is no evidence of any 
inflammatory condition in the liver. There is slight 
jaundice, but not marked, not the sort ordinarily 
going with yellow atrophy. It seems to me it es- 
sentially comes down to the question between ma- 
lignant d‘sease and cirrhosis. His habits are said 
to be good. He rarely used alcohol. To a certain 
extent this is against cirrhosis. One hesitates ever 
to make a diagnosis of malignant disease of the 
liver unless one has evidence of it in some other or- 
gan in which it is primary. I cannot see evidence in 
this kidney to point to primary disease. It might 
be primary of course in the gall bladder or bile 
ducts ; we have no evidence about that. The gall 
bladder was not functioning very well, but that 
might be from other causes. The case does not fit 
well with any single diagnosis I can think of. It 
does not seem like cirrhosis or malignant disease. 
But it seems more like those two than anything 
else. He has had more pain than most cases of cir- 
rhosis, and they did not find ascites until late in 
the course. It was not evident at the beginning. Yet 
on the whole I incline more towards malignant dis- 
ease than towards cirrhosis. 

Preoperative Diagnosis. 

Cirrhosis of the liver, 

Operation. 

There was free blood lying in the right kidney 
fossa. Inasmuch as this obviously was coming 
from the wound edge, the question arose as_ to 
whether it was caused by preoperative palpation of 
the liver. 

The patient had an enormously large liver ex- 
tending from the right kidney fossa well into the 
left kidney fossa, hard and knobby, the surface 
bleeding at the slightest touch. The blood was 
very gently mopped out. As there apparently was 
no continued bleeding the wound was sewed up 
t ght. 

Postoperative Diagnosis. 

Cirrhosis of the liver. 

FURTHER DISCUSSION. 

DR. CABOT: Neither one of the things I have 
supposed ought to cause free blood in the kidney 
fossa. That is unexpected to me. The hard and 
knobby liver means malignant disease. It cannot 
mean anything else that I know. 

DR. MALLORY: The surgeons thought it was 
cirrhosis even after operation. 

DR. CABOT: They certainly described it in a 
queer way for cirrhosis. Of course if we suppose he 
has malignant disease of the liver, not knowing 
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yet where it comes from, it is perfectly easy to ac- 
count for the ascites through the mesenteric and re- 
troperitoneal glands which would probably be there 
and would disturb the retroperitoneal glands which 
would probably be there and would disturb the ret- 
roperitoneal circulation. 

I do not see why they do those cultures on the 
abdominal fluid. I do not remember one time when 
they were of any use. 

He died, I should suppose, having some hemor- 
rhage, very possibly from his lesions in the liver. 

I still have nothing more to say than I did be- 
fore operation. It seems to me that the evidence 
is still for malignant disease from the description 
given, but I am still bothered as before because J 
have no primary focus. 

CLINICAL DIAGNOSIS (FROM HOSPITAL 

RECORD.) 

Cirrhosis of the liver. 

DR. RICHARD C. CABOT’S DIAGNOSIS. 
ANATOMIC DIAGNOSES 

Malignant disease of the liver, primary focus 
unknown. 

Hepatoma with metastases to the Jeft adrena] and 
the peritoneum. 

Toxic cirrhosis of the liver. 

Ascites. 


Pathologic Discussion by Dr. Tracy B. Mallory, 
Boston. 

This is a somewhat rare case in that it is a pri- 
mary carcinoma of the liver, a hepatoma. We have 
happened to have an unusual number of them in the 
past four years, five in a thousand autopsies. 

It is sometimes difficult to make a certain diag- 
nosis of primary carcinoma of the liver even on 
histologic examination. If the cells are well differ- 
entiated they may be forming bile, and then there 
can be no argument, for the tumor cell that secretes 
bile must be a liver cell. That was the case here. 
The larger portion of the liver was filled with car- 
cinoma. There was also a very large metastasis to 
the left adrenal gland, completely replacing the 
gland tissue. That metastatic tumor to the adrenal 
was bright green, far more jaundiced than any other 
organ in the body, thus giving us the diagnosis. 
These cases always have a preceding cirrhosis. I 
think if the surgeons had given us a little better de- 
scription of that liver it would have been possible to 
make the diagnosis. At autopsy we found two defi- 
nite types of change in the liver. The entire right 
lobe was filled with grossly nodular white and um- 
bilicated tumor masses. That is obviously the con- 
dition which they described. Between the tumor 
nodules in the right lobe there was also a defnitie 
cirrhosis of a finely nodular character. The combi- 
nation of cirrhosis and tumor is very strong pre- 
sumptive evidence, when as in this case we have no 
other demonstrable focus of origin, that we are 
dealing with primary cancer of the liver. He had 
numerous metastases in the peritoneum and in the 
omentum. I do not doubt that it was the peritoneal 
metastases which were responsible for the blood 
in the abdominal fluid. The other organs were all 
essentially negative except for moderate collapse 
of the lower lobes. 

The spleen was not very big, only twice the nor- 
mal size. I think what was felt was probably the 
left kidney, pushed forward and downward by the 
tumor in the adrenal. The spleen in itself would 
hardly have been palpable. 

I have the record of an older case here, essen- 
tially the same picture. There was a_ perfectly 
definite cirrhosis there, and also a primary can- 
cer of the liver. These tumors are prone to invade 
the hepatic veins and often grow in solid masses up 
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the vena cava. I have seen a mass the size of my 
fist in the auricle of the heart. Fragments breaking 
off from these tumor thrombi lead to metastases in 
the lungs quite commonly. 

The cirrhosis always precedes the tumor. So far 
as I know there is only one condition in which pri- 
mary hepatoma has been found except that of a 
preceding cirrhosis, and that is liver fluke infection 
in the Chinese. Primary cancers of the liver seem 
to be common in the Chinese in areas where liver 
fluke infection is quite common. 


MAMMARY CANCER. Chas. A. Vance, Lexing- 
ton, Ky., Sou. Med. Jour., 24: 112, (Feb., 1931). 

The prognosis in mammary cancer depends on the 
length of time the disease has existed when the pa- 
tient comes to operation, the thoroughness of the 
operative procedure, and, perhaps, the virulence of 
the disease. Theoretically, if the diagnosis is made 
prior to the occurrence of metastases to glands or 
elsewhere, and radical operation is performed at 
once, there should be no recurrences and no deaths. 
In every case of mammary cancer, careful x-ray ex- 
amination of the chest and long bones should be 
made, as metastases sometimes occur very early 
There is yet no consensus of opinion in regard to 
either preoperative or postoperative x-ray therapy. 
The author’s personal feeling is that x-ray is bene- 
ficial when used both before and after radical oper- 
ation. 


MAGNETIC BELTS. The old-time electric belts 
of our fathers’ and grandfathers’ days were crude 
affairs. They were to be worn next to the body 
and guaranteed to cure whatever ailed one. Quack- 
ery moves with the times. Human:-credulity is just 
as common a commodity as ever, but the methods 
of capitalizing it must, perforce, change with the 
times. The present-day successor to the old electric 
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belt is the so-called magnetic belt. The first of 
these was put on the market by Gaylord Wilshire 
and called I-on-a-co. The I-on-a-co and its numer- 
ous imitations, are simple solenoids—coils of in- 
sulated wire that when plugged into the alternating 
current of the electric lighting system, produce a 
fluctuating magnetic field within the coil. While 
it has long been known by scientific men that mag- 
netism has no effect on the physiologic processes 
of the body, and while it has also been known that 
magnetic permeability of the human body is that of 
air, the public does not know it—and that is all 
that is necessary from the standpoint of the quack. 
A number of imitations of the I-on-a-co have been 
exploited, among them being Theronoid put out 
through one formerly associated with Wilshire and 
Vitrona by one Madison formerly employed by the 
Theronoid Corporation. In 1926 the Federal Trade 
Commission issued a complaint against the pro- 
moters of Vitrona charging that the device has no 
curative or therapeutic value, action or effect. Lat- 
er the Commission issued a Cease and Desist Order. 
(Jour. A.M.A., May 16, 1931, p. 1718.) 


SITUATIONS WANTED 


WANTED-—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give guperior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Lstablished 1896. Member The Chicago ‘Association 
of Commerce. 


WANTED—Locum Tenens work; or Arizona af- 
filiation by M.D. qualified to do medicine, surgery, 
ond Vhysical Therapy. Address E. C. Wills, M.D., 
Wi-kenburg, Arizona. 
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vantage of institutional over home treatment. 


THE ROBINSON CLINIC § 


The problem of the psychoneurotic is a vital problem facing 
the medical profession today. Forty to seventy-five per cent of 
every physician’s practice is composed of these cases. 
of these patients have symptoms from a pathological focus, neverthe- 
less the patients subconsciously exaggerate and change their sub- 
jective symptoms, until there is great difficulty in evaluating the 
severity of the disease and in making a diagnosis. 


These cases must be carefully handled; they must not be dis- 
carded, with the advice that they go home and forget about it. 
Cures can only be effected by the physician’s understanding and 
sympathy, and confidence on the part of the patient. 

As these cases are psychogenic, inquiry must be made into the 
They must be examined for 
vagotonia and sympatheticatonie; organic disease must be ruled out. 
Medication, high frequency, hydrophysio and psycho-therapy are 
indicated in the treatment, and their proper balance insures good 


Occasionally, skilled help is necessary, and the Robinson Clinic 
is equipped to help in both the diagnosis and treatment, with 
especial reference toward occupational therapy—an important ad- 
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VENTRICULIN 


(Desiccated, Defatted Hog Stomach) 


Now available in 
100-gram bottles 


This new “Economy Package” still further 


RKE. Davis & oo - reduces the cost of Ventriculin treatment to 


— 


the pernicious anemia patient. 


We shall continue to supply Ventriculin in packages of 
10 and 25 10-gram vials for those who prefer to obtain the 


product in this form, 


Specific in pernicious anemia... De- 
veloped by the Parke-Davis research 
staff in co-operation with the Simpson 
Memorial Institute. University of Mich- 
igan ... Accepted by the Council on 


Pharmacy and Chemistry of the A. M.A. 
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